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‘OUT TO-DA Y—A NE WwW. WORK 


Dr. Fowler gave dae book ‘such a thorough revision that this new (3d) edition is 

‘really a new work, “It has been ifcreased in size by 325 pages and 173 illustrations, 

--- Tf'you warit 2 book ‘hat tells you how to prepare for att operation—the~ room, the 
’sinstruments, the supplies, the patient, even to the selection and administration of the 
anesthetic—you want this new “Fowler,” Then, after the operation, if you want a 
book that tells you how-to care for the patient, dtess the wound, treat complications, - 

“ relieve after-effects, right on through to completion of convalescence, then you want 
this new “Fowler.” It is tight down to the minute; it gives you all-the new idéas; 
it tells you everything you want to know regarding the pre- and post-operative.care; 


a Octavo-of pages. with: 212 illustrations. Russell S. Fowler, M. D., Chief Surgeon, = it Division, . 
German Hospital; Surgeon Methodist ist Episcopal Hospital, New York City. 
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The City View Sanitarium | 


SEPARATE BUILDINGS FOR MEN AND WOMEN. - NASHVILLE, TENN. 


A licensed ethical private institution for the treatment of Mental and Nervous Diseasés, and a4 7 
selected class of Alcobolic and Drug addictions. Commodious, well arranged, and thoroughipal 
equipped buildings. Women’s department fust completed, fireproof throughout. Home-like sur 4 
roundings a special feature. Specially trained aurses. ‘Two resident physicians, Capacity 
Consultante—Dr. Duncan Eve, Dr. Wm. G. Bwing, Dr. J. A Dr. Paul F. ‘Bre 
Dr. 8. 8. Crockett, Dr, L. B. Graddy, Dr. W. W. Gore. a 
JOHN W. STEVENS, M.D., Physielanin-Charge, 


FOR THE CARE AND TREATMENT of 


NERVOUS 
DISEASES 


BUILDING ABSOLUTELY FIREPROOF 


BYRON M. CAPLES, M.D., Supt. ° 
WAUKESHA, WIS... 


MODERN up-to-date private infirmary equipped with steam heat, electric light, electri¢ 
A fans, modern plumbing and new furnishings. Solicits all chronic cases, functional and 
organic nervous distases, diseases of the stomach and intestines, rheumatism, gout 
uric acid troubles, drug habits and non-surgical diseases of men and women, No insanity or 
infectious cases treated. Bed-ridden cases not received without previous arrangement. ~ 
Hydrotherapy, Mechanical Bases. Static, Galvanic, Faradic, High Frequency, Are Light and X- E: 
Recrsstion hell with pool and billiards for free of patients. 
Rates $26 per week; including treatment, board, medical attention and general nursing. Send for 
large illustrated catalog. The Sanatorium is supplied daily, from the Pope Farm, with bles, 
pou Itry and eggs; also milk, cream, butter and buttermilk from its herd of regieerre Jerseys. 


THE POPE. SA: SANATORIUM 


5 West Chestnut 


CUMB. M. 2122 HOME 2122 ‘LOUISVILLE, RENTUCK® 
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DAVIS INFIRMARY nite Sha or Nene 


The buildings are well constructed for surgical work. Competent Staff of Consultants and 
stants —Neurologist, Internist, Opthalmologist, Cystescopist, Rudiologist, Pathologist. 


J. D. S. DAVIS, M.D., Birmingham, Alabama. 


4 


| BOARD 


ewellys F. Barker, M.D. Oak 


Sanger Brown, M.D. 


DR. MARY E. POGUE 
Physician in charge 


L ° Oak Leigh, Lake Geneva, Wis. 
eig Telephone 
2 


— 
hibald Ch h, cago ce: 
Private 108 North State Street 

Wednesdays and Saturdays 
Bugh T. Patrick, M.D. —_ Educational Sanitarium by appointment 


William G. Stearns, M.D. 


Telephone Central 4900 


AT LAKE GENEVA, WISCONSIN 


FOR NERVOUS AND- MENTAL DISEASES IN 
; CHILDREN AND ADOLESCENTS 


EDUCATIONAL EQUIPMENT 


MOTOR AND SENSORY TRAINING - KINDERGARTEN ARTICULATION / 
SPEECH DEFECTS CORRECTIVE GYMNASTICS MANUAL TRAINING RAFFIA jf 


SEWING MODELING IN CLAY BRASS WORK NATURE STUDY, 


DOMESTIC SCIENCE MUSIC READING WRITING ARITHMETIC SPELLING 


GEOGRAPHY COMPOSITION AMERICAN AND ENGLISH HISTORY PHYSIOLOGY | 
GRAMMAR LITERATURE ALGEBRA CIVICS LATIN GERMAN | 


Trained Teachers ani Trained Nurses 


Please mention The Southern Medical Journal when- you write to advertisers. 
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Richmend Va. 


Personally conducted by Dr.Stuart M°Guire 


for the Accommodation of his Surgical Patients. “4 


BEECHHURST SANITARIUM 


LOUISVILLE, KENTUCKY 


A thoroughly modern 
and well equipped 
psychopthis hospital 
for the treatment of 
mild nervous. and 
mental diseases, drug 
addictions and alco- 
holism. Ample build- 
ings. Detached apart- 
ments for special 
cases. Twenty-five 
acres of wooded 
lawn. High and re- 
tired. 


E. P. THOMAS, 


Bus. Mer. 


B, SCOTT, A.M.M.D,, 


Med. Supt. 


Long Distance Phones: 
Cumberland, E 257a 
Home, 3555 
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The Grandview Sanitarium 


PRICE HILL CINCINNATI. . 


For Mental and Nervous Diseases 
ALCOHOLISM and DRUG HABIT 


Especial Attention is Called to Our Plan of 
INDIVIDUAL CARE AND TREATMENT 
No ward service. Plenty of Nurses. Location ideal—high and beautiful. Large 


tract of wood and lawn. Retired, quiet and accessible. Grand 
views and perfect sanitation. 


REFERENCES: The Medical Profession of Cincinnati. 


Direct R. R. connections without change of cars, New Orleans, Mobile, Pensacola, South Florida. 
Mobile & Ohio, Louisville & Nashville, Queen & Crescent, Illinois Central. 


BROOKS F. BEEBE, M.D., Resident Medical Supt. 


Office: 414 Walnut Street, Cincinnati, Ohio 


OXFORD RETREAT 


OXFORD, OHIO 
Nervous and Mental Diseases 
Alcohol and Drug Addictions 


FOR MEN AND WOMEN 


96 Acres Lawn and Forest. Buildings Modern and First- 
Class in all Appointments. Thoroughly Equipped. 
Of Easy Access—39 Miles from Cincinnati, 
on C.H.&D.R.R. 10 Trains Daily. 


THE PINES 


An Annex for Nervous Women 
Write for Descriptive Circular 
R. HARVEY COOK, M. D., Physician-in-Chief 


Biloxi Sanatorium and Health Resort 


ON THE BEACH OF THE GULF OF MEXICO 


The most ideally located institution in the entire country. Seventeen acres of lawn and park. 
Own Artesian water. All rooms open outdoors. Screened throughout. Steam heat. Electric bells. - 
Convalescent or nerve tired people can find no more oseapmciuanbe place in which to get well. Climate 
unsurpassed for insomnia. 


H. M, FOLKES, M.D., CONSULTANT. 


Please mention The Southern Medical Journal when you write to advertisers. 
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For Seekers After Situated Amid 
Health and Delightful and 


Rest Picturesque Scenery 
A Real Health Resort for Those who are Sick, and 


Large, modern, fire-proof main building, equipped with every appliance for sanitation, comfort and 
treatment. Cuisine the best—Rates moderate. Up-to-date Therapeutics. 


2 Hours from Buffalo by Lackawanna R. R. 


8 Hours from New York. 10 Hours from Philadelphia. 
1% Hours from Rochester by Erie. 


The Jackson Health Resort 


SEND FOR LITERATURE DANSVILLE, NEW YORK 


a Real Rest Resort for Those who are Tired Out} 


THE POTTENGER SANATORIUM 


MONROVIA, CALIFORNIA A thoroughly equipped institu- 
tion for the scientific treatment 
of tuberculosis. High class ac- 
commodations. Ideal all-year- 
round climate. Surrounded by 
_ orange groves and beautiful 
mountain scenery, Forty-tive 
minutes from Los F. 
M. Pottenger, A.M., M. 
Medical Director. J. E. Pot- 
tenger, A.B, M.D., Assistant 
Medical Director and Chief of 
Laboratory. For particulars 
address: 

POTTENGER 

Monrovia. Cal. 

Los Angeles office: 1100-1101 
Title Ins. Bldg., Fifth and Spring 
Streets. 


HEALTH RESORT OCONOMOWOC WISCONSIN 


FOR NERVOUS AND MILD MENTAL DISEASES AND ADDICTION CASES 


Five minutes walk from interurban between Oconomowoc and Milwaukee 
On main line C. M. & St. Paul Railway, 30 miles west of Milwaukee. 


Built and equipped to supply the demand of the neurasthenic, border-line amd 
undisturbed mental case, for a high class home free from Contact with the palpably 
insane, and devoid of the institutional atmosphere. 

Forty-one acres of natural park in the heart of the famous Wisconsin Lake Re 
sort region. Rural environment, yet readily accessible. A beautiful country im which 
to convalesce. 

The new building has been designed to encompass every requirement of modem 
sanitarium construction, the comfort and welfare of the patient having been provided 


Number of patients limited, assuring the personal attention of the 
cian in charge. 


New Building Absolutely Fireproof ARTHUR W. ROGERS, B.L., M.D., Resident Physician in Charge 


Please mention The Southern Medical Journal when you write to advertisers. 
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THE CINCINNATI SANITARIUM 
A PRIVATE HOSPITAL 


For mental and nervous disorders. 
Situation retired and accessible. 
Methods ethical and modern. 
For detailed information apply for Annual Report. 


Dr. F. W. Langdon, Medical Director. 
Dr. B. A. Williams, Resident Physician. 
Dr. C. B. Rogers, Resident Physician. 
H. P. Collins, Business Manager. 


Address College Hill, Cincinnati, Ohio 


KENILWORTH SANITARIUM £ENILWorTH, ILLINOIS 


C. & N. W. Ry. Six miles north of Chicago. 


Built and equipped for the treatment of nervous and men- 
tal diseases. Approved diagnostic and therapeutic methods. 
Special system of ventilation. Rooms impervious to noise. 
Elegant appointments. Bath rooms en suite, steam heat- 
ing, electric lighting, electric elevator. 


Resident Medicai Staff: Kathryn T. Driscoll, M.D., Assist- 
om Physician; Sherman Brown, M.D., Medical Superin- 
tendent. 


SANGER BROWN. Chief of Staff 


59 E. Madison Street, Chicago, Illinois. 


Hours 11 to 1. Telephone Randolph 5794. 
(Established 


HIGH OAKS 
DR. SPRAGUE’S SANATORIUM 


LEXINGTON, KENTUCKY 


Nervous and Mental Diseases and Liquor and Drug Addictions 
Treated. Constant Medical Oversight and Skilled Nursing. 


HYDROTHERAPY VIBRATION BOWLING BILLIARDS 
ELECTRICITY MASSAGE TENNIS and CROQUET RESIDENT MUSICIANS 


Individual care in beautiful home-like surroundings 
Twelve acres of well shaded grounds and five buildings 
Number of patients limited to twenty-seven 
Classification Perfect. Charges Moderate 


ADDRESS 


GEORGE P. SPRAGUE, M. D. 


Long Distance Telephone 302 : S. BROADWAY 


Please mention The Southern Medical Journal when you write to advertisers. 
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INGE-BONDURANT SANATORIUM, Mobile, Ala. 


A modern private hospital for the treatment of general medical and surgical cases, nervous and mental diseases, inebriety and drug addie- 

BUILDING—Recently enlarged and completely renovated and refurnished. Steam heat, electric elevator, rooms with private bath. Ac- 
EQUIPMENT—New surgical operating room, tile floored and completely equipped for surgical and gynecological 
work. Electric operating room, with galvanic and faradic wall plate, therapeutic lamp, vibrater, X-ray apparatus, etc. Therapeutic bath 
room, with all needed apparatus for shower, needle, douch, sitz and general bath, electric baths, etc. Microscopical and pathological lab 
oratory in charge of Dr. E. S. Sledge. All secretions are thoroughly examined when patients admitted. Training School for Nurses offers a 
two-years’ course of instruction in general nursing. Address Dr. H. T. INGE, General Medicine and Surgery, or Dr. E. D. Bondurant, Ne 


yous and Mental Diseases, Inebriety and Drug Addiction. 


tion. 
commodations for 40 people. 


FOR THE TREATMENT OF 


Alcohol and Drug Addictions 
Nervous and Mental Diseases 


DRS. PETTEY & WALLACE’S 


SANITARIUM 
958 S. Fifth Street MEMPHIS, TENN. 


A quiet home-like, private, high-class, institu- 
tion. Licensed. Strictly compen Complete equip- 
ment. New building. 
Resident physician a trained nurses. 
Drug patients treated by Dr. Pettey’s original 
method under his personal care. 


THE HEIGHTS SANITARIUM, Inc., Houston, Texas 


For Mental and Nervous Diseases, Drug and Alcohol Addictions 
Pasteur Institute for Prevention of Hydrophobia in Separate Department 
Ideal Location, First-class Appointments, Thorough Equipment 


(For several years Asst. Physician to San Antonio 
Houston Clin- 


R. E. Cloud, M.D., Supt. and Resident Physician. 
and Terrell Asylums.) John T. Moore, A.M., M.D., Consulting Surgeon. M. A. Wood. M.D.. 


ical Laboratory, in charge of Pasteur Institute. 


Please mention The Southern Medical Journal when you write to advertisers. 
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HOWELL PARK SANITARIUM (vor: ATLANTA, GA. 


For Treatment of Nervous, Mild Mental hare Drug Habits, Alcoholism, and General In- 
va m, 


HOWELL PARK SANITARIUM IN MID-WINTER. 

An ethically conducted private sanitarium situated in a beautiful suburb of Atlanta, surround- 
ed by a most luxurious park. 

Climate: Atlanta has the finest all-the-year-’round climate of any city in the country. A great 
resort for health-seekers and tourists—cool in summer, temperate in winter, with an average tem- 
perature of 60.8 degrees. 

Treatment: Such approved measures as Hydrotherapy, Phototherapy, Massage, Electro-thera- 
peutics, Rest Cure, or medicinal — are used. Each case is individually studies and treated. 
The limited number received affords personal attention and surroundings best suited to his or:her 
condition. All the comforts of a private home, excellent cuisine, and every room silently preaching 
the gospel of sunshine. ee 

Terms: Examination fee, $10.00, whether patient remains in the institution or not. Rates 
weekly vary from $25.00 to $60.00, depending upon treatment required and location of reom; medical 
attention, general nursing, board and room included; extra nursing from $10.00 to (special nurse) 
$25.00 per week. All charges payable one week in advance. For descriptive booklet and further 


information address, 
J. CHESTON KING, M. D., Medical Director and Proprietor. 


THE SOUTHERN INFIRMARY 
MOBILE, ALABAMA. 

Pleasantly and conveniently located. Private rooms, modern in their appointments. Steam heated, 
well ventilated and lighted. Adapted for Surgical, Gynecological and Obstetrical cases. Insane and 
tubercular patients not admitted. School for Nur ses. Rates moderate. 

"der control and management of T. H. FRAZER. M.D., and W. R. JACKSON, M.D. 


Please mention The Southern Medical Journal when you write to, advertisers. 


. 
vii 
: 
nddie- 
Ac- 
| lab- 
ers a 
nio 4 
lin- 


viii SOUTHERN .MEDICAL JOURNAL 


OR. SHORTLE’S ALBUQUERQUE SANATORIUM FOR TUBERCULOSIS 


A ovrivate sanatorium where the closest personal attention is inen each case, and offering all the advantages of a large institution, 
with complete laboratory and other modern facilities combined with mcst of the comforts of home. 
Steam heat, hot and cold water, electric lights, call bells, local ard long distance ——-. a private porches for each room, 
Situated but 1% miles from ALBUQUERQUE, the — city and best market of NEW XICO, es 3 of excellent meals and 
service at a moderate price. Ae G. SHORTLE, M.D., Medical +1 ley M. Ww. KERS, Superintendent. 


Sunnyrest Sanatorium 


WHITE HAVEN, PENNA. 


For Diseases of Lungs and Throat 


Situated in the Blue Mountains (1300 feet 
elevation) 3 hours from Philadelphia, 4 hours 
New York and 8 hours from Buffalo. 


COTTAGES AND INDIVIDUAL BUNGALOWS 


Visiting Physicians: Dr. H. R. M. Landis, 
Dr. ee Walsh, Dr. Chas. J. Hatfield, Dr. 
F. Craig and Dr. George Fetterolf of Phil- 
Ry and Dr. Alexander Armstrong of 
White Haven. 


BOOKLET 


ELWELL STOCKDALE, Supt. 


Individual Bungalow With Bath. 


G@. H. MOODY, M.D T. L. MOODY, M.D. J. A. McINTOSH, M.D. 
Resident Physician Resident Physician Resident Physician 


DR. MOODY’S SANITARIUM ‘six Modern Buildings) | 


(Incorporated under the Laws of Texas.) 


For Nervous Diseases, Selected Cases of Mental Diseases, Drug and Alcohol Addictions 


315 Brackenridge Avenue SAN ANTONIO, TEXAS 
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THE HYGEIA 101 West Grace Street | 


FOR ACUTE AND CHRONIC MEDICAL PATIENTS, 
EXCEPT CASES OF DRUG ADDICTION AND INSANITY. 


REST-A-BIT Opposite Country Club 


For Convalescent Patients During the Summer. 
RICHMOND, VIRGINIA 


Increased Capacity with all Modern Facilities, including, in addition to the usual 
nipment, a complete system of Therapeutic Baths, together with all forms oc Elec- 
tricity, Vibration, Massage by Experts. X-Ray, etc. ; 
The Clinical Laboratory is also supplied with the most approved apparatus for 
all kinds of diagnostic work. 
Training School for Nurses, in which, besides the regular courses special practical 
work is given by Specialists in Dietetics, Massage, Hydrotherapy and Electricity. 
J. ALLISON HODGES, M. D. Physician-in-Chief 
Nervous Diseases and Gene:al Medicine. 
FRED. M. HODGES, M. D Associate Physician 
internal Medicine and Physical Diagnosis. 
WM. H. HIGGINS, M. D Assistant Physician 
Internal Medicine and Physical Diaguosis. 
WM. Bo PORTER, Assistant Physician 
Pathologist and Medical Assistant. 
B. L. CRAWFORD, ag P= Resident Physician 
A. E. TURMAN, M. D Obstetrician 
Consulting Specialists in Surgery, Gynecology, Eye, 
Ear, Skin Diseases, Etc. 


MISS FLOY L. MARTIN, R. N., MISS L. I. HOLSTON, R. N., 
&n perintendent. Head Nurse 
MISS BERTHA SHEPARD, Dietitian. MISS RUBY PRIDDY, Secretary’ 


Rates for Board and Nursing, two dollars per day and upwards, according to 
room selected by patient. Booklet by request. Open through sut the year. 


*LYNNHURST SANITARIUM 
MEMPHIS, TENNESSEE 


A Private Sanitarium for Nervous Diseases, Mild Mental Disorders and Drug Addictions 
A Rest Home for Nervous Invalids and Convalescents requiring environments differing from 
home surroundings. Modern and approved methods for giving Hydroptherapy, Electrotherapy, 
Massage and Rest Treatment. An improved treatment for Opium-Morphin addictions, which 
eliminates withdrawal pains and suffering. Experienced nurses. Mild climate. Artesian chaly- 
beate and soft waters. 


S. T. RUCKER, M. D., Medical Supt., Memphis, Tenn. 


Please mention The Southern Medical Journal when’ you write to advertisers. 
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OFFICERS 
AND DIRECTORS 
Dr. Milton Board, 

Pres. and Supt. 

(Late Supt. West. Ky. 
Asylum for the In- 
sane.) 

(Late Member of Ky. 
State Board of Con- 
trol Charitable In- 
stitutions.) 

Dr. J. T. Windell, 
Vice-President. 

Hi Dr. Earl Moorman, 

, Secy. and Asst. 

f Dr. W. E. Gardner, 
(Supt Central Ky. 
Asylum.) 

Dr. A. T. McCormack 
Dr. Leon L. Solomon 
Dr. Irvin Abell 


TELEPHONES. 


Cumberland ...S. 489 
Home ..........6996 


REFERENCE. 


The Medical Pre- 
fession of Kentucky. 


A modern, thoroughly equipped private institution for the treatment of MENTAL 
AND NERVOUS DISEASES, DRUG ADDICTIONS AND ALCOHOLICS. 

Situated in the heart of the city, convenient and easy of access yet quiet and secluded. 
Opposite beautiful Central Park. Terms $20.00 to $35.00 per. week. Outside patients 
charged office fees. For further information address 


DR. MILTON BOARD, Supt., 1412 Sixth St., Louisville, Ky. 


DOWNEY HOSPITAL 


A new, modern, up-todate two-story building with roof garden, equipped 
with steam ‘heat, electric lights, electric signal system and new furnishings. 
All rooms outside, with or without private bath; hot and cold water in each. 
Fully equipped sterilizing and operating roms. Patients admitted suffering 
from Gynecological, Obstetrical, Abdominal and General Surgical conditions. 
Limited number of medical cases accepted. No contagious, alcoholic or men- 
tal cases admitted. Trained graduate nurses and excellent training school. 
For further information, address DOWNEY HOSPITAL, Gainesville, Ga. 


Dr. Barnes’ Sanitarium - - Stamford, Conn. 


For Mental and Nervous Diseases and General Invalidism 


Splendid location overlooking Long Island Sound and City. Facilities for care and treatment unsur- 
passed. Separate department for cases of inebriety. 50 minutes from New York City. For terms 
and informatiton apply to 


F. H. BARNES, M. D., Stamford, Conn. Long Distance Telephone 1867 


DR. BROUGHTON’S SANITARIUM 


Gl) . For Opium, Morphine, Cocaine and Other Drug Addic- 
‘tions, including Alcohol and Special Nervous Cases 
Methods easy, regular, humane. Good heat, light, water 


help, board, etc. Number limited to 44. A well kept 
home. Address 


DR. BROUGHTON’S SANITARIUM 
Phone 536 2007S.Main St. Rockford, Ill. 
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The Meriwether Hospital 


For Surgery and Gynecology 
No. 24 Grove St. Asheville, N. C. 


TRAINED NURSES 
ALSO A TRAINING SCHOOL FOR NURSES 


Modern in every respect, on a quiet street, near 
the car lines and close to the center of the city. 


DR. F. T. MERIWETHER, Surgecn in Charge 


DR. BRAWNER’S SANITARIUM, Atlanta, Ga. 


FOR NERVOUS AND MENTAL DISEASES, GENERAL INVALIDISM AND DRUG ADDICTIONS, 


Woman's Building. A Cottage. Main Building. Playing Croquet. 

The sanitarium is located cn the Marietta trolley line, 10 miles from center of city, near a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, electrically lighted, and many rooms have private baths. Patients have many recreations, such as 
tennis, croquet, baseball and automobiling. Reference: The Medical Profession of Atlanta, Address DR. JAS. N. BRAWNER, 701-2 
Grant Bldg., Atlanta, Ga. 


ELMWOOD SANITARIUM 


LEXINGTON, KY. 


For the Treatment of 
Mental and Nervous 
Diseases, Drug Ad- 
dictions and Alco=z 
holism. 


Approved Therapeutic Meth- 
ods, Hydrotherapy, Manual, 
Vibratory and Electric Mas- 
sage. Trained Nurses and 
Attendants. 

The Sanitarium is well equip- 
ped with every modern con- 
cenience and comfort and free 
from institutional atmosphere. 
The grounds are beautiful, 
containing twelve fcres ,of 
well-shaded BLUE GRASS, 
situated ™4 mile from LEX- 
INGTON, the Queen City of 
the Blue Grass Country. 
Terms $25 to $35 per week, 
payable one week in advance. 
Two resident physicians. 


Cc, A. NEVITT, M.D., SUPT. 
Late Supt. E. K. Asylum. 
F. E. Peck, M.D., Asst. 
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The 
Battle Creek _ 
Sanitarium 


is prepared to deal with all classes of 
chronic ailments, especially cases of 


gastric and hepatic disorders. Cases 
of chronic cardiac and renal disease, 


arteriosclerosis, neurasthenia, loco- DINING ROOM INATHE 


motor ataxia, chronic constipation, 
genito-urinary diseases in both men and women. Not all 
cases are curable, of course, but- most excellent results are 
often obtained in cases which are quite incurable, without 
all the special advantages afforded by a thoroughly equipped 
1 Sanitarium and Hospital. 

Our accommodations have been increased by the 
addition of the Annex which enables us to accom- 


modate three hundred additional guests. 
A copy of our 471 page booklet will be mailed free 
on receipt of the attached coupon. 


THE SANITARIUM 
Box 348 BATTLE CREEK 
MICHIGAN 


Gentlemen:. 
Enclosed is my card. Please send 
me your Book entitled The Battle 


Creek Sanitarium Book. 


xii 
BATTLE CREEK SANITARIUM 
a _ ANNEX 
¢ 
| BATTLE 
CREEK 
| SANITARIUM 
BOX 348 
‘ 
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The New Mexico Cottage Sanatorium 
E. S. BULLOCK, M.D., Physician-in-Chief WAYNE MacVEAGH WILSON, Manager 


J ATE IDEAL—Few people realize that New Mexican summers are hot only in 
ate anise” te waiver City, at 6,000 feet above sea level. you will need a blanket every 
summer night. The absence of humidity renders the days cool and comfortable. Institution boreal 
tifully located in the mountains of Southwestern New Mexico within nine miles of the million 
and a half dollar United States Military Sanatorium, and on the southern boundary line of the 
Gila National Forest—-one of the nation’s grandest big game grounds. ‘ 

A flood of sunshine at all seasons. Special attention given food and diets. We have our own 
refrigerating and ice-making plant. Fresh vegetables from the sanatorium garden. All the milk 
patients can consume from our own herd of selected, tuberculin tested cows. Electric lights, 

ed. Complete h 
bells for nurses. Institution partly endow p Aiahk-aiabaaaebd eae 
vilions for men and 
women. Physicians 
in constant attend- 
ance. Well equipped 
laboratory, treatment 
rooms, etc. Special 
attention given to 
laryngeal tuberculo- 
sis. All forms of tu- 
berculosis received. 
Tuberculin and vac- 
cines administered in 
suitable cases," as 
well ias compression 
of the--lung. One of 
the largegt' and best 
equipped institutions 
for tuberculosis in 
America. Prices mod- 
erate. 


The mountains of 
New Mexico afford 
the most perfect 
summer climate in 
the United States. 

Write Manager for 
Descriptive Booklet. 


Please mention The Southern Medical Journal when 
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ANTONIO TENT COLONY THROAT 


Special facilities for treating Pulmonary and Laryngeal Tuberculosis in all stages. Indi- 
vidual tent cottages and rooms in new, modern building with sleeping porches. Tuberculin 
and bacterins administered in all suitable cases. Ideal all-year-round climate, with mild 
winters, and pleasant summers. Free from dust or sand storms. High-class accommoda- 
tions. Moderate rates. Medical director lives in the institution and gives each patient indi- 
vidual attention and constant supervision. For information address, 


DR. W. C. FARMER, Medical Director, San Antonio, Texas 


ment is modern in every detail, including tubercul.n. Rates from $15 per week up. Booklet on request. 


SOUTHERN PINES SANATORIUM 
FOR THE TREATMENT OF TUBERCULOSIS 
Established Eighteen Hundred Ninety-Eight 


Located on the highest point of the famous long-leaf pine region of North Carolina near the 
State Sanatorium. The altitude, 700 feet, suits all classes of patients. Low humidity, abundant sun- 
shine, air dry and bracing. Days in summer warm but not enervating; nights always cool and 


pleasant. No malaria. 
Each patient has an individual sleeping shack, and porch which is thoroughly screened. Treat- 


EDWIN GLADMON, M. D., Supt. Southern Pines, N. @. 


Auditorium Hotel 


W. S. Shafer, Manager 
> Michigan Boulevard and Congress St. 


CHICAGO 


Overlooking Grant Park and beautiful Lake Michigan, and 
at the same time within five minutes’ walk of the postoffice, 
the leading theatres and business centers, makes it positively 
unrivalled in this respect. : 

Most massive fireproof structure ever erected for hotel pur 
poses, with an equipment second to none. Improvements 
made under the present management cost over $300,000. 

} Rates per day: $2 and up, single; $3 and up, double. With 
“» Private bath, $3 and up, single; $5 and up, double. 


ae Special summer rates will be made to physicians to and 


from the Medical Convention in Minneapolis. 
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The A. M. A. Convention will be 
held this year in the 


TWIN CITIES 
ST. PAUL MINNEAPOLIS 


The meetings will be held at a point an equal distance 
from either city. No crowding necessary, as the combined 
hotel accommodations are limitless. Following is a list of 
| the Hotels and Restaurants in St. Paul and their location. 


ALL EUROPEAN PLAN 


ABERDEEN, Western and Dayton JEWELL, Seventeen East Fifth 
BOARDMAN, Ninth and Wabasha KENDALL, One-Fitfy East Fourth 
EUCLID, Sixth and Washington MERCHANTS, Third and Jackson 
FREDERIC, Fifth and Cedar — RYAN, Sixth and Robert 
FOLEY, Seventh and Jackson ST. PAUL, Fifth and St. Peter 
WILLARD, Tenth and St. Peter 
FRENZEL’S CAFE, 381 Robert St. | FADDEN’S RESTAURANT, 442 Wabasha 
LIBERTY RESTAURANT, East Seventh Street 
CARLING’S “Up Town,” Fifth and St. Peter  CARLING’s “Down Town,” 349 Robert St. 
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White Motor Ambulances Are 
Built For Their Work 


The White Company is the largest builder of motor ambulances. They 
have made a thorough study of how motor ambulances should be built, and 
have perfected their product accordingly. When you buy a White ambulance, 
you may be sure there is nothing better for reliability, comfort and durability. 


White Ambulances are very economical in fuel consumption because of 
the efficiency of the White long-stroke engine, which utilizes every particle 
of power in the fuel. Also the general cost of upkeep is minimized, because 
White Ambulances are constructed to endure the rigors of the service they 
perform. The White Chassis throughout is built from selected alloy steels, 
heat-treated. On account of this careful and correct construction, White 
Ambulances withstand wear and endure longest. 


Instead of buying any chassis and mounting it with an ambulance body, it 
is more real economy to buy a White Ambulance which is built for ambulance 
service, through and through. 


THE WHITE af COMPANY 


Manufacturers of Gasoline Motor Cars, Motor Trucks and Taxicabs 
Cleveland, Ohio 
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Medico-Chirurgical College—, 
OF PHILADELPHIA Department of Medicine 


“In the rapidity and vigor of its growth, is probably without a parallel in the history of medical schools.”’ 
WHY ? Because of its modern and practical method of instruction. 


dvantageously located in the heart of the medical center of America. It has Well-Planned and Well- 

PRE. wns) Taberatoriees itn own Large and Modern Hospital; the finest Clinical Amphitheatre Extant; abundant and 
varied Clinical Material; a Faculty of Renown and High Pedagogic Ability. ‘ 

Its Curriculum comprises Individual Laboratory and Practical Work by each student; Free Quizzes by members 

of the teaching staff; Ward-Classes limited in size; Systematic Clinical Conferences; Modified and Modern Seminar 

Methods; an Optional Five-year Course. The College has also Departments of Dentistry and Pharmacy and Chem- 


istry. 
: Bend for announcements or information to 


SENECA EGBERT, M. D., Dean, Seventeenth and Cherry Streets, Philadelphia, Pa. 


NEW YORK POST-GRADUATE 


MEDICAL SCHOOL ANDHOSPITAL 


SECOND AVENUE AND TWENTIETH STREET, NEW YORK CITY 


The recently completed addition to the Medical School Building gives 
greatly increased facilities for Medical Instruction in all its branches. 


The LABORATORIES have been greatly enlarged, and are now fully 
equipped for teaching Tropical Medicine, Pathology, Chemistry, Vaccine 
Therapy, etc. Exceptional opportunities for research work. 

SPECIAL COURSES to limited classes are given in all branches of 
Medicine and Surgery. 

Courses are continued throughout the year. ‘ 

For detailed information of the various clinics and special courses, 
address: 


GEORGE GRAY WARD, JR., M.D., Secretary of the Faculty. 


Collage of Physicians and Surgeons of Baltimore 


FORTY-SECOND ANNUAL SESSION BEGINS OCTOBER 1. 

The requirements for admission are those established by the Association of American Medical 
Colleges. The clinical facilities in Medicine, Surgery and Obstetrics are unusually good. The 
Laboratories are well equipped and the technical training is thorough. For catalogue or information 
address WM. F. LOCKWOOD, Dean, Calvert and Saratoga Streets, Baltimore, Md. 


THE CHICAGO POLICLINIC 


SPECIAL SUMMER SBSSION IN SURGERY, GYNECOLOGY, OBSTETRICS, DERMATOLOGY, RECTAL, 
GENITO-URINARY, MEDICINE, EYE, EAR, NOSE AND THROAT diseases will begin May 1, 1913 and 
continue to September 1, 1913. 

Physicians may enter at any time. Special courses will be conducted in General Operative Sur- 
gery and Surgery, Eye, Ear, Nose and Throat, together with practical courses in Bacteriology, cover- 
ing examinations of Blood, Pus, Sputum, Urine, Gastric Juice. We give special courses in the WAS- 
SERMANN REACTION and the methods of making AUTOGENOUS VACCINES. 

M. L. HARRIS, M.D., Secretary, Dept. U., 219-221 W. Chicago Avenue, Chicago, Il. 


The Telfair || SENNETT MEDICAL COLLEGE, ¢«" 


MEDICAL DEPARTMENT LOYOLA UNIVERSITY 


Sanitarium Summer and Ends 


The summer term of the Bennett Medical 


Greensboro. College consists of a session of sixteen weeks. 
ae The same studies are pursued as in the regu- 
North Carolina. lar course, and time and credits will be allowed 


for all work covered. All the courses offered 
are open to Practitioners of Medicine, and 


W. C. Ashworth, M.D., Superintendent. courses of special value are given in the 
A strictly ethical institution offering superior ad- summer. Practitioners taking this work are 
vantages for the scientific treatment of Nervous free to attend the clinics at all the hospitals 
Diseases, Drug and Alcoholic Addictions. A mod- connected with the college. 
ern building of 30 rooms, well heated and lighted For catalog and information regarding nec- 
and fully equipped with hot and cold baths, up-to- essary “Entrance Credits” and “Self-Help- 

uburb, where all publicity can_be avoided. 0. T. OWEN, Business Manager, 

Patients given humane treatment. Gradual _re- Dept. SMJ, Ada and Fulton Sts., Chicago, Il. 


duction method used in all habit cases. Write 
for terms. 
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Tulane University of Louisiana 
Medical Department 


Since 1834 this school has occupied a distinct position in the 
medical education of the United States. 


IN the recent report from the Carnegie Foundation Tulane was one of the few 
colleges which received uniform commendation, and it was classed among the 
leading medical colleges of the country. 

THE students are charged fees which are commensurate with those charged 
at other institutions, which are.smaller than the fees charged at any institution 
with equal facilities of education. 


THE Charity Hospital and the Touro Infirmary annually elect over 20 resident 
physicians from among the graduates of Tulane and additionally afford clinics 
and amphitheater teaching for the education of Junior and Senior students. 


WITH over a thousand beds at the Charity Hospital and the annual consulta- 
tion clinic of over thirty thousand, together with the opportunities at the Touro, 
students are afforded material for the observation of a variety of diseases which 
is enormous and incalculable in importance. 


THE equipment of this department of Tulane represents the investment in a 
number of buildings erected for the purpose of medical education, and these 
include laboratories of chemistry, physics, pharmacy, pharmacology, physiology, 
anatomy, histology, botany, pathology and bacteriology, clinical medicine, sur- 
gery, and, in addition, special laboratories of research all of which total an 
amount which may be estimated at over a million and a half dollars. 
Over 100 teachers contribute to the lectures and other periods of study so that 
every student who comes to the Tulane Medical Department receives the personal 
encouragement and interest of those who have his education in charge, 

Nearly 5,000 graduates from this school have carried its teachings into practise 
among the people of the South chiefly, but as well to every part of the world. 

With each advance in the requirements of medical educaiton, the University of 
Louisiana has met all conditions, until today Tulane ranks in the first class of 
medical institutions of learning, with opportunities for clinical instruction which are 
unsurpassed in the United States and equaled in few other places. 


* FOR the study of medicine at Tulane the student must come prepared with a 
preliminary education in the elementary subjects taught in the high school and 
with one year of added knowledge in the sciences, obtained in a standard college. 

DEPARTMENT OF PHARMACY ALSO. Established 1838. Two graded 
courses of 32 weeks each for degrees of Ph.C. Pure Food and Drug courses 
offered to students properly qualified. Women admitted to Pharmacy courses on 
the same terms as men. : 


For further information address 


Dr. Isadore Dyer, Dean, 
P. O. Drawer 261, New Orleans, La. 
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PANOPEPTON, the Food 


In the Exigencies of Travel 


Many physicians, from personal experience and that of patients, 
have come to rely upon Panopepton as an exceedingly valuable re- 
source while on a journey, particularly during an ocean voyage. 


_ With its 23% actual dry solids, soluble food constituents, with its 

__proteids all highly diffusible and some reduced to ultimate cleavage ; 

_» with its stomachic and stimulant cordial properties, Panopepton meets 
the physiological requirements for nutrition and rest. 


Pepsencia (Essence of Pepsine, Fairchild) is also useful under 
these circumstances—as a resource against flatulency and indigestion. 


At any time, upon request, we shall be happy to send you Pano- 
-pepton and Pepsencia for personal use—while traveling or at home. 


Fairchild Bros. & Foster 
New York 


UNIVERSITY OF VIRGINIA 
MEDICAL DEPARTMENT 


UNIVERSITY, VA. 


The Entrance Requirements are the completion of a four-year 
high school course, and in addition, a year of recognized college 
work in Chemistry, Biology and either Physics, German or French 


The Prominent Features of the course are extensive labora- - 
tory instruction in the fundamental medical sciences and thor- 
ough practical training in the University Hospital, where stu- 
dents have many of the advantages usually granted only to in- 
ternes. For catalogue address 


HOWARD WINSTON, Registrar. 


Please mention The Southern Medical Journal when you write to advertisers. 
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UNIVERSITY OF ALABAMA 


SCHOOL OF MEDICINE 
MOBILE, ALABAMA 


NEXT SESSION OPENS SEPTEMBER 22, 1913 


ENTRANCE REQUIREMENTS 


Completion of a four years’ high school course, or its equivalent, 14 Carnegie units. 
After January I, 1914, one year of college work in Chemistry, Physics, Biology, 
and Modern Languages, will be required in addition; and after January I, 1915, no 
student will be matriculated who has not completed two vears of college work or its 


equivalent. 
COURSE OF INSTRUCTION 

Four years’ graded course, sessions eight and a half months long. First two years 
in well equipped laboratories, under full time teachers. Last two years in hospital 
and dispensary, with practical clinical work in small sections in medicine, surgery, 
obstetrics and the specialties. Clinical facilities ample. 

Fees $150.00. The Department of Pharmacy offers a standard two-year course 
leading to the degree of Ph.G. 

For catalogue and other information, address 


E. D. BONDURANT, M.D., Dean, 
School of Medicine, University of Alabama St. Anthony and Lawrence Sts., Mobile, Ala. 


Please mention The Southern Medical Journal when you write to advertisers. 
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THE FOREMOST CONSTITUTIONAL THERAPY 
IN 

GOUT, ACUTE & CHRONIC, TYPICAL ATYPICAL, 
ARTICUAR RHEUMATISM GOMRRHEAL ARTHRITIS, 
NEURITIS, HEMICRANIA, MIGRAINE ; 
NEURALGIA, SATICA, LUMBAGO; 
IRITIS, EPUSCLERITIS, OTOSCLEROS/S; 
ECZEMA, PRURITUS, URTICARIA; 

Powerful Uric Acid Mobilizer PYORRHEA ALVEOLARIS, LOOSENESS 

—Not just a uric acid solvent OF THE TEETHEROSIONS OF THE ENAMEL. 


Quickacting Reliable Analgesic BEST PRESCRIBED IN 7%GRAIN TABLETS(20IN A BOX) 


GE: condition, 
“Free from depressant by-offects 


Rational , Effective Antipyretic 


f > 
CLINICAL & SPECIMEN "Novatophan 
i 


SCHERING é& GLATZ, New yorw: ME TASTELESS 
Atophan 

FOR. HY NSITIVE 

TIENTS 


We Prescribe the Best Possible Service to the 
American Medical Meeting 


Convention to be held at Minneapolis next June. The route is the oldest and most 
extensively patronized between Chicago and the Twin Cities. It is the only double tracked 
line to Minneapolis. Five daily trains Chicago to Minneapolis. 

Leave Chicago 9:30 A.M., 10:10 A-M., 6:30 P.M., 6:35 P.M., 10:15 P.M. 
Arrive Milwaukee...11:30 A.M., 12:10 P.M., 8:30 P.M., 8:50 P.M., 12:15 A.M. 
Arrive Minneapolis..10:45 P.M., 10:55 P.M., 7:10 A.M., 7:45 A.M., 11:30 A.M. 

The equipment of thesé trains are the most skillful productions of the car building art. 
The “St. Paul” sleeping car has that distinctive comfort feature, the “Longer, Higher and 
Wider” berth. The meals are-the best that culinary skill can produce. 

Superior service is the constant aim. It is manifest in the equipment, dining car service, 
and civility of the employes. These laurels of distinction are found on the 


Chicago, Milwaukee & St. Paul Railway 


The route of the famous “Pioneer Limited” and four additional trains between Chicago 
and the Twin Cities. 
For rates, reservations and free literature write: 
W. H. ROGERS, 
GEO. B. HAYNES, Traveling Passenger Agent, 
General Passenger Agent, 517 Hibernia Bank Bldg., 
Chicago, Illinois. ; New Orleans, La. 


Please mention The Southern Medical Journal when you write to advertisers. 
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THE NEXT MEETING OF THE 


American Medical Association 


To be held at Minneapolis, in June, 1913, can be best 
reached from the Southern States via the 


Louisville & Nashville Railroad 


THE GREAT TRUNK LINE OF THE SOUTH. 


Two through trains each day on fast schedules, with all{that is modern 3 


and up-to-date in equipment. 


W. A. RUSSELL, R. D. PUSEY, 


Passenger Traffic Manager 


LOUISVILLE, KY. 


General Passenger Agent 


Special Train to Minneapolis 


Acting under the authority of the Councillors, the Secretary of the South- 
ern Medical Association has made arrangements with the 


Louisville & Nashville Railroad 


for a special train to Minneapolis, for the coming meeting of the American 
Medical Association. Train will be operated from New Orleans via Mobile, 
Montgomery, Birmingham, Nashville, Mammoth Cave, Louisville and Chicago. 
This is a particularly attractive route and should appeal to all who expect to 
make trip. It will be a great thing for the Southern Medical Association if 
we can go on a solid train of our own through to Minneapolis. The railroad 
rates will be reasonable and the trip will be a delightful one in every sense of 
the word. Try and go with us. 

Full information can be had by addressing Dr. Seale Harris, Secretary, 
905 Van Antwerp Building, Mobile, Ala., or J. K. Ridgely, Assistant General 
Passenger Agent, Louisville & Nashville Railroad, New Orleans, La. 
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Volume VI 


NASHVILLE, TENN., ‘MAY 1913 


Number 5 


ORIGINAL 


PUBLICITY AS A FACTOR IN SECURING AND 
ENFORCING ORDINANCES PROVIDING 
FOR THE CONTROL OF THE PRO- 
DUCTION AND SALE OF 
MILK.* 


By V. H. Bassett, 
City Bacteriologist, Savannah, Ga. 


In making attempts to lessen the rate of in- 
cidence of typhoid fever it is of prime. impor- 
tance to secure and enforce good laws govern- 
ing the production and sale of milk. Milk is a 
fluid medium, and therefore a limited infection 
of either a producer’s supply or that of a con- 
sumer may extend, through infected utensils, to 
the whole supply of a producer and a large 
number of persons be infected at one time, 
The pollution of solid food, on the contrary, 
usually simultaneously infects only small groups 
of persons at one time, except perhaps in mili- 
tary encampments. 

In Savannah we have a supply of artesian water 
of good sanitary quality, which is carried into 
almost every single dwelling. The system of 
drainage and sewerage is quite complete, and pro- 
vision has been made to extend house drainage 
until the entire city has the service. Our hous- 
ing conditions are well known to be good, much 
better than the average. Our sanitary laws are 
well enforced. As a result, we have a low typhoid 
death rate. A considerable number of the 
deaths occurring in the city result from infec- 
tions incurred outside of the city limits. Our 
experience in this regard is probably not unlike 
that of other communities. This good record is 
Marred by the occurrence, within recent years. 
of two epidemics of typhoid fever, in each of 
which the infection was caused by a polluted milk 
supply. For this reason we have. passed, and 
are enforcing, stringent laws governing the pro- 
duction and sale of milk. A short account of 
some of the methods used in securing and enforc- 
ing these laws may be of interest. 


*Read at the Sixth Annual Meeting of the 
Southern Medical Association, —n Fla., 
November 12-14, 1912, 


This brief communication does not deal with 
these admirable general’ methods of publicity or 
education which have as their object the in- 
crease of the general knowledge of a people in 
regard to sanitation and hygiene. We have 
numerous agencies, other than our schools, for 
this purpose. Such work has become an impor- 
tant function of all the agencies, national, state 
and municipal, devoted to the conservation of 
public health. It is here attempted only to deal 
with those specific methods of publicity which 
directly prepare the way for the securing of an 
efficient law and which aid in enforcing it. 

As soon as it is proposed to place sanitary 
restrictions on any line of business, its advocates 
arise and object to the increased expenditures in- 
volved. They are represented by shrewd coun- 
sel. Their objections are seconded by the cries 
of those unthinking individuals who regard all 
restrictions, and especially those made in the 
interests of public health, as a menace to per- 
sonal liberty. In the background hovers the cal- 
culating and time-serving politician, ready to 
take any advantage and sacrifice any interest to 
secure his own selfish end. Those who attempt 
the difficult task of securing and enforcing re- 


’ gstrictive laws in the interests of public health 


must therefore be prepared with arguments to 
meet these antagonists. They must fortify them- 
selves by educating the public, through publica- 
tion of the facts, thus preparing the way, not 
only for the passage of the law, but also for its 
enforcement. 

In order to prevent the spread of infection by 
means of milk, the production and sale of milk 
must be removed from close contact with house- 
hold life. On the farm the work of the dairy 
must be carried on in the milk-house and not in 
the kitchen in close contact with family life. In 
the city the small dairy in close proximity to 
dwellings, in crowded portions of the community, 
must be eliminated. It is impossible to depend 
upon such dairies for the production of clean milk. 
Milk depots must be established for the sale of 
milk, which should not be allowed to be sold from 
any building occupied in part as a residence. 


The attempt to institute such radical though 
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necessary changes was certain to arouse a con- 
siderable opposition. The following methods of 
publicity were used in forestalling and meeting 
such opposition: 

(a) Publicity through the medium of the County 
Medical Society. 

The ordinance as prepared was presented to 
the County Medical Society, and read and dis- 
cussed by sectigns. Some changes were suggested 
and made. The modified ordinance was then en- 
dorsed by the sotiety. and a committee appointed 
to appear before the City Council in open meet- 
ing and urge its passage and enforcement. The 
action of the society became a matter of public 
knowledge. The arguments of the members of 
the committee, in answer to those opposing the 
passage of the law, were also published in the 


press of the city. The physicians, individually . 


and as a body, became advocates of the proposed 
ordinance. It is impossible to overestimate the 
value of such support. 

(b) Publication of photographs and notes of 
inspection in the press. 

Many of the conditions which it was desired to 
correct were so objectionable that they were to be 
uniformly condemned as soon as seen. Persons 
who at first objected to the ordinance became its 
supporters as soon as they observed the condi- 
tions in the small dairies in crowded portions of 
the city. Since it was impossible to have all the 
interested parties see the dirty conditions exist- 
ing, photographs were taken by the inspectors 
and these conditions brought to public notice by 
the publication of the photographs in the press. 
This was done on order of the Mayor and Board 
of Sanitary Commissioners. Some of the pic- 
tures needed no comment. Others served as a 
text for a printed lesson or for an editorial. The 
influence of this form of publicity is of great value 
in overcoming opposition. ; 

Our ordinances relating to the control of the 
production and sale of milk were finally passed 
without much opposition. The following pro- 
visions of the law are worthy of note: 

1. The law provides that no dairy be licensed 
which is located within fifty feet of any dwelling, 
privy, water closet, or garbage receptacle. This 
provision eliminates the dairies in crowded parts 
of the city. 

2. Milk cannot be produced, handled or sold 
in any building occupied in part as a dwelling for 
human beings. 


3. A chemical and a bacteriological standard 


is established for milk and cream, and penalties 
provided for the sale of adulterated milk and of 
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dirty milk. 

4. Provision is made for the legal control of 
pasteurizatign of milk, and for the legal control 
of the production and sale of certified milk. 

5. Provision is made for the punishment of 
violations of the law by means of fines. In addi- 
tion, the Board of Sanitary Commisioners is given 
power to revoke the licenses of chronic offenders. 

6. Provision is made for adequate inspections, 
for the use of the score card, and for adequate 
laboratory control of the inspections. 

The efficient enforcement of a stringent ordi- 
nance providing for the control of the sale of milk 
is a matter of difficulty. It requires patient and 
intelligent work on the part of the inspector; it 
requires a laborious laboratory control; it requires 
a firm and determined executive, who can distin- 
guish between dishonest trifling and honest en- 
deavor, and who will resolutely cut off the chronic 
offender who is menacing the health of the com- 
munity. 

The work of all these officers is aided and up- 
held by publicity. The score cards of the inspec- 
tors should be published as a basis for the sanitary 
rating of the dairies. The laboratory records 
should be published to indicate the quality of the 
milk offered for sale by the various dairies and 
milk depots. At present we publish in the press, 
by direction of the City Council and under au- 
thority of the Board of Sanitary Commissioners, 
weekly records of laboratory inspections. In addi- 
tion to the analytical data, a statement is ap- 
pended indicating the quality of the milk supplied 
by the individual dairies. This publication is a 
free advertisement for the good dairyman. It 
serves as.a warning to the consumers of the milk 
produced by the careless or dishonest man. These 
reports form the basis, together with the in- 
spectors’ reports, for action taken by the board in 
revoking the licenses of chronic offenders. 

As a means of preventing infection, laws, even 


“when rigidly enforced, are not perfect. The work 


of the inspectors can prevent infection only by 
providing a high standard of conduct for the dairy- 


-man and by warning him against mistakes which 


might otherwise easily be made. The laboratory 
examination of milk will not prevent infection. It 
only aids the work of the inspectors by discover- 
ing violations of the law not to be determined 
by inspection. The deterrent action of the punish- 
ment of the careless and dishonest man must also 
be depended upon to prevent milk-borne epidemics. 
Fines are usually too small an amount to have a 


marked deterrent action. The product of one’ 


liberal watering of a day’s supply will often bal- 
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ance the account which has been depleted by a 
small fine. Repeated offences should be punished 
by heavy fines, but it is difficult to secure such 
fines. We depend, therefore, upon the revocation 
of the license of a chronic offender, a heavy finan- 
cial penalty, and which results not only in the 
elimination of the dishonest man, but also has a 
marked deterrent effect on the actions of the 
careless man. These measures have received pub- 
lie support, since by publicity their necessity is 
recognized. 


REMARKS ON MASSAGE. 


By Curran Pope, M.D., 
Louisville, Ky. 


Medical Superintendent “‘The Pope Sana- 
torium,” Etc. 


There is a prevalent belief among the un- 
initiated of medicine that manual massage is a 
very complex subject, difficult of acquisition and 
application. This is far from the truth, which as 
usual lies in the midroad between. Most physi- 
cians could easily acquire the necessary technique 
of the average operator who “gives massage.” 
The essential element, the one necessary funda- 
mental for its rational and proper adaptation to 
the case in hand, is a medical one; that is, an 
intimate knowledge not only of the disease or 
disorder for which it may or may not be used, 
but an accurate understanding of the patient’s 
actual condition. This art might escape much 
ignomy if medical men knew sufficient to employ 
or prescribe it with the same intelligence that 
they give to the medicinal prescription. That an 
ignorant individual of either sex is usually per- 
mitted to “put the patient through the paces” of 
a massage treatment seems curious, and the fail- 
ure of this agent in many instances can doubt- 
less be laid to the fact that, square or round, the 
peg is driven through the same hole. It is a hit 
or miss proposition. A physician who employs 
this valuable agent in his practice will more fully 
appreciate an operator’s ability and technic if he 
himself is capable of administering the treatment. 
Personal experience will educate his touch and 
widen his judgment. Physicians who educate 
themselves in this line will find many conditions 
of tissue not usually spoken of .in text-books. 
Manipulation will become an aid to diagnosis of 
conditions of the structures of the human, al- 
though it may not be necessary to make a “tag” 
diagnosis.. The acquisition of the art is not dif- 
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ficult. A physician can best learn “how” by being 
taught the proper movements by some competent 
operator. With these as a starter, with his knowl- 
edge of physiology and pathology, he should soon 
be able to adapt his measures to the case in hand. 
Most busy physicians cannot give’ general mas- 
sage treatments because of the time involved. 
Many localized conditions can be met and over- 
come by a few minutes of judicious massage. 
The more a physician employs this metho in lo- 
calized conditions, the better will he be satisfied 
with his results. For example: A man falls and 
injures his wrist, a supposed fracture, which the 
Roentgen ray negatives. It is very painful, stiff, 
swollen and angry-looking. A preliminary heating 
to relax the parts, followed by gentle massage 
and joint manipulation, results in an immediate 
relief of suffering. Seven treatments in as many 
days bring about a restoration of function and an 
integrity of tissue. This result far exceeds a. 
three or four weeks’ plaster of Paris dressing, with 
loss of time and subsequent stiffness.. The sooth- 
ing and comforting effects of massage are at once 
apparent. The masseur or masseuse must be in- 
dustrious, observant, painstaking and conscien- 
tious, reporting truthfully to the physician, follow- 
ing his instructions closely and adhering loyally 
to his interests. Few, indeed, fill the entire bill. I 
am much opposed to levity or loud talking in an 
operator. To be acceptable to the patient, the op- 
erator must be scrupulously neat, quiet in dress 
and manner, and as far as possible pleasing in his 
or her personality. A rather long, soft and pliant 
hand, good or vigorous health, an ample margin of 
physical force are useful to operators, though not 
absolutely necessary. A cold hand is an abomina- 
tion, and if constantly present, is a bar to the ‘suc- 
cess of the individual. Education and refinement 
are always sure to bring greater success than the 
lack of these qualities, and my experience has 
been that the educated acquire the manual dex- 
terity of massage with more rapidity than the 
ignorant. Physicians, in recommending operators, 
should bear in mind that the kitchen, laundry and 
stable are not prerequisites nor qualifications for 
success. Many physicians do not know the terms 
applied to the operators, male and female, and it 
may not be amiss to state that Massage is a form 
of treatment by rubbing, stroking, and kneading 
of the human body. The male operator is known 
as a Masseur, the female operator is known as a 
Masseuse, and the patient receiving the treatment 
is massed, not “massaged.” As a rule, the profes- 
sion, as well'as the laity, have considerable distrust. 
concerning operators, and this is no doubt due toa 
pernicious practice of taking massage without 
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medical supervision. It is through very indif- 
ferent operators out of employment, whose pecu- 
niary necessities lead them to make extravagant 
statements and promises as to what can be ac- 
complished through the use of this valuable agent, 
that discredit has at times been heaped upon it. 
The application of this remedy to disease pre- 
supposes a thorough knowledge of the disease ana 
its pathology. 

The movements of Massage are of four kinds: 

1. Effleurage, or stroking, the stroking being 
performed with the flat palmar surface or heel of 
the hand. The stroke is always toward the body 
or center, and the return stroke, which is rather 
more rapid, should just graze the skin. It is 
claimed that the main advantage from effleurage 
is its emptying action upon the veins and lym- 
phatics, thereby hastening circulation. It also in- 
fluences and stimulates the sensory nerves of the 
skin. 

2. Petrissage, or kneading, is by far the most 
important of the four movements described. It 
must be performed by the hand grasping the tis- 
sues lightly, and lifting them, making energetic 
strokes with one hand and a circular, or to and 
fro, movement with the other, alternately tight- 
ening and relaxing the tissues grasped. Great 
care should be exercised that the skin moves over 
the muscles, and that during the manipulations 
the hand does not pull the surface hairs so as to 
produce pain. Where the conditions are like they 
are in the calf of the leg and forearm, the hands 
may be placed on either side of the extremity and 
the tissues alternately pressed and relaxed by 
making pressure against the bones. The action 
of petrissage is the main action, in my opinion, 
of general manual massage, when used as a thera- 
peutic agent. 

3. Friction is another method, and is performed 
by firm rubbing with the whole hand or finger 
tips, mostly in circles. It is more superficial than 
petrissage, though in its action is similar. In 
places where the tissue covering the various bony 
structures, notably around joints and. the cranial 
bones, friction is then of use. For strains and 
effusions jn and around joints it is very useful. 

4. Tapotement, or tapping, is the name given to 
the method of tapping or striking the tissues with 
the ulnar side of the hands or the bent fingers. 
It is a powerful surface stimulant, and when the 
whole flat hand is used, the peripheral nerves are 
aroused. Such tapping or slapping favors reaction 
after cold hydro-therapeutic procedures. Writers 
have indulged in numberless divisions and sub- 
divisions of these procedures, with all kinds of 
flourishes and curlicues superadded. They are 


much in vogue by certain Swedish operators, but 
space forbids mention. For practical and scien- 
tific purposes, the four fuhdamental procedures 
given above are sufficient. 

Massage should never be given through the 
clothing. Much of its value is lost by this mode 
of application and the contact with the skin in 
manual massage is a requisite; this is not so with 
mechanical vibration. The operator who has to 
give general massage through clothing will be 
soon exhausted, as he will have to exert much 
more force. 

There is absolutely nothing immodest or im- 
proper in massage, applied as it should be. Un- 
guents, oils or vaseline are rarely needed, and in 
some instances are-.a positive detriment. As a 
rule, the proper application of massage does not 
require the use of oils and if the operator pinches 
the skin unless these are used, it is a sound rule 
that a change is needed, as you are dealing with 
an incompetent person. 

Neurotic, nervous, hysterical, neurasthenic and 
peculiar patients must be handled with great care 
and gentleness at the outset. In these we may 
employ this cardinal rule, that “better much too 
little than a little too much.” To be of real ad- 
vantage, massage should be daily, though I be- 
lieve that an intermission on the Sabbath Dav 
will be of advantage in the long run. General 
massage for those taking the “rest cure’’ should 
last from twenty to sixty minutes. It is here that 
manual massage reaches its maximum value in 
its application to nervous diseases. The immedi- 
ate effects of massage are decided. There is a 
quiet bouyancy, a feeling of increased warmth and 
gentle fatigue without soreness or exhaustion, a 
desire for quietude and rest. Sleep is frequently 
induced. If, however, the patient is tired, irri- 
tated, nervous, chilled and in bad temper, a change 
should at once be made. The quantity must be 
lessened, the application made lighter and the 
sequence of procedure changed. This belongs to 
the physician and any change ordered must be 
strictly followed. These effects are rare when 
we start with light treatments and carefully and 
gradually increase the duration and force. The 
ultimate and permanent results of massage are 
nutritional. Better blood, better color, better skin, 
better sleep, better elimination, freer action of 
the bowels and kidneys, increased metabolism, 
and a subsequent gain in flesh: where this is 
sought. The muscles become filled and firmer; 
nervousness, irritability and other functional con- 
ditions are helped. This is probably brought 
about: through the increased circulation of the 
blood, increased activity of the lymph stream, to- 
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gether with the manifold benefits arising from 
the reflected impressions upon the superficial sen- 
sory nerve terminations in the skin and muscles. 
It is astonishing how quickly massage will remove 
fatigue—a fact, according to Beard, well known 
to the Sandwich islanders, who practice lomi-lomi 
upon one another when much exhausted. 

The powerful influence exerted on nutrition, 
circulation and excretion make its proper per- 
formance one of the necessities of the so-called 
“rest cure.” Mitchell properly insists that its 
careful and thorough performance is essential to 
success. It is one of the most important of the 
mechanical aids in this form of rest treatment. 
It should be given as general massage, with cer- 
tain variations to meet the special requirements of 
each case. In no class of cases except such as 
those taking the rest cure do we find abdominal 
massage so strongly demanded. Upon its proper 
application the patient’s ability to ingest, digest 
and assimilate large quantities of food is depend- 
ent. We should seek in these cases a healthy 
increase of flesh, and should fat accumulate too 
rapidly it is usually an evidence of poorly or in- 
sufficiently performed massage, as is the presence 
of large quantities of urates in the urine. It may 
be employed with good success as an adjuvant in 
ambulatory cases of neurasthenia, hysteria and 
the so-called functional neuroses and psychoses. 
The most commonly employed method is “general 
massage.” Here the operator applies the various 
movements to the entire body in regular sequence. 
The method commences usually with the lower 
limbs, then the upper extremities are treated. 


Operators vary in the sequence of the various 


movements, the most frequent order being the 
effleurage, petrissage and friction, the length and 


Strength of the treatment depending on the case | 


in hand. One part of an extremity is treated at 
a time, covered or protected to prevent chilling. 
From the extremities proceed to the spine and 
back. These structures bear relatively heavy 
treatment, especially effleurage, the treatment be- 
ing usually finished with tapotement. Of late 
years some operators substitute vibration for this 
division of massage. Next the chest, avoiding the 
mammary glands in females, and finally the abdo- 
men. Place a pillow under the patient’s head, the 
lower limbs drawn well up; that is, bent at the 
knee and semi-flexed, complete relaxation of the 
abdominal muscles being sought. With the hands 
quite warm, commence with gentle friction, in 
small circles, then deeper kneading in wider cir- 
cles around the navel as a center. Especial atten- 
tion must be paid to the colon, commencing at the 
caput and following same to the sigmoid. Deep 


kneading is very effective in this region of the 
body. Tapotement or vibration over liver and 
spleen finishes the treatment. A warm garment 
de nuit is now slipped on, the patient warmly cov: 
ered, and, if deemed necessary, a hot glass of 
milk is given. Rest for an hour is the rule. There 
is nothing known to medicine (in my opinion) 
that takes the place of massage for those who 
cannot take exercise or are in such condition as to 
make exertion detrimental or dangerous. As a 
preliminary or preparatory measure to the Nau- 
heim or oxygen bath, manual or mechanical mas- 
sage is a most valuable agent. In sciatica (not 
sciatic neuritis), the writer has been in the habit 
of using massage (principally mechanical), fol- 
lowing its use by very heavy static sparks drawn 
from the spine and both sciatic nerves. His re- 
sults have been unusually satisfactory, patients 
having been able to get about in six to ten days 
and resume their work within a fortnight. 

In locomotor ataxia, and some other organic 
spinal lesions, unequivocal praise. must be given 
to rest and massage, especially at the commence- 
ment of the treatment. It will lessen the pains 
and ataxia, and increase the strength and nutri- 
tion of the patient. While confined to bed the 
patient can once or twice or oftener during the 
day use the bed exercises as pointed out by 
Fraenkel. In many cerebral palsies the addition 
of massage to the other well recognized forms of 
treatment will be found productive of good, espe- 
cially if its use is preceded or followed by “re- 
sistive’ exercises adapted to the case in hand. 
In diabetes it is helpful, especially after the use 
of cold or tonic hydro-therapy. Care must be ex- 
ercised to keep down acidosis, as this combination 
of therapy seems to be especially productive of 
hyperacidity at the beginning of treatment. 

In rheumatism, gout and similar diseases it ful- 
fills a useful purpose and is a decided aid to any 
other form of medication, as it not alone affects 
the disease process, but makes medicinal remedies 
more effective, through its circulatory and other 
effects upon the system. 

In localized conditions of trauma; wrenches, 


sprains, myositis, etc.; in localized inflammations 


of all kinds, save infective, it will, of itself perfect 
a cure of the condition, be it one that is curable. 
When conditions are severely acute, its applica- 
tion should be preceded by the use of the 500 
candle power incandescent lamp, the treatment 
being largely that of effleurage, not sufficiently 
strong to produce pain. In chronic localized trou- 
bles, vigorous massage, followed by passive mo- 
tions and the static wave current to the affected 
area, will be found almost a panacea for conditions 


4 
? 
: 
Au 
5 | 
i | 
gpl 
| 
i 
ag 
q 
ig 
4 


294 * SOUTHERN MEDICAL JOURNAL 


that do not yield readily to ordinary methods of 
therapeutics. 

When the principles underlying the art are well 
understood, it will be found to have a wide appli- 
cation. Results will be obtained in proportion to 
the correct diagnosis of the disease and tissue 
state. 

It is to be regretted that physicians do not mas- 
ter this method of treatment. Even the busiest 
can devote a few minutes to the treatment of local- 
ized lesions. It will be educative to touch and 
knowledge, and the results obtained will more than 
justify the time expended. General massage had 
best be relegated to competent masseurs and 
masseuses who are willing to follow out the physi- 
cian’s directions. Occasional supervision in per- 
son of the work will prove a stimulus to the ac- 
curacy and care of the operator employed. 

In conclusion, it may be said, with regret, that 
this valuable agent is too little employed. It is 
to be-hoped that the modern trend from exclusive 
drug medication toward hygienic, dietetic and 
physio-therapeutic .remedies will cause many 
physicians to enlighten themselves upon this 
method of treatment and include it in their thera- 
peutic armament. 

115 West Chestnut Street. 


THE ROENTGEN DIAGNOSIS OF INTRA- - 


THORACIC LESIONS.* 


By A. L. Gray, M.D., 
Richmond, Va. 


I am aware of the fact that the subject of my re- 
marks has, in many instances, an inevitable surgical 
aspect, but since these cases, almost without excep- 
tion, are first seen by the internist or the general 
practitioner, it is upon him that the patient relies 
for the diagnosis, and often also for treatment. By 
far the great majority of “Chest Cases” that come 
into the hands of the Roentgenologist are referred 
on a suspicion of tuberculosis. The value of a 
Roentgen examination for the detection of the earli- 
est tuberculous lesions is already established, and 
is so extensive a subject that I shall avoid it, except 
by way of differentiating tuberculous involvement 
from other pathological conditions within the thorax. 
In the slides that will be shown you will be demon- 
strated the diagnostic points. 

SLIDES. 
~ 1 A normal chest, except for a few old, calcified 
tubercules. This plate is one of a stereoscopic pair 


*Read- before the sixth annual meeting of the 
Southern Medical Association, Jacksonville, Fla.. 
November 12-14, 1912. 


taken on account of suspected tuberculosis. Each 
plate was exposed for less than one-half second, and 
each one caught the heart still, in the same phase of 
its cycle. 

2. A slide of moderate tuberculous infection, 
chiefly of left upper lobe. 

3. A typical picture of general miliary involve- 
ment of both lungs, which, however, proved to be 
primary lymphangio-sarcomatosis. This rare con- 
dition so strongly simulates miliary tuberculosis that 
the clinical picture should always be added to the 
Roentgen findings before a definite diagnosis is 
made. 

4. Next in frequency to pulmonary tuberculosis, 
we are asked to determine the presence of pleurisy 
with effusion. The slide shows free fluid in right | 
pleural cavity and extensive tubercular consolida- 
tion of left. 

5. Localized, walled-off effusion. 

6. Pleural, thickening without fluid. 

7. Thickened pleura by adhesion and contraction 
often causes displacement of the thoracic viscera. 
Retraction of diaphragm is very noticeable here, 

8. Hodgkin's disease. Hydrothorax, probably 
from pressure of a large gland, seen faintly through 
fluid. 

9. Plate illustrates differential diagnosis between 
pericarditis with effusion and pleural effusion. Note 
normal contour of right side of heart. 

1o. Purulent pleurisy or empyema cannot be. dis- 
tinguished from non-purulent effusion except by 
‘considering clinical picture. Localized empyema. 

11. Appearance following evacuation of pus. 
Drainage tubes in situ. Note pneumo-thorax. 

12. Abscess from infected ribs, bulging into the 
pleural cavity and compressing the lung. 

13. Thickened pleura over upper lobe, right lung. 
A circular, dense area, seen through the pleural 
shadow, is probably an abscess. 

14. Mediastinitis probably secondary to aortitis, 
with dilatation of the aortic arch and descending 
aerta, as well as the entire heart. 

15. Aneurism of aortic arch and innominate 
artery. 

16. Aneurism left common carotid, arch of aorta 
and descending aorta. 

17. Dilated right auricle and aortic arch. 

18. Displaced aortic arch, Arteriosclerosis, 
Cause of displacement not ascertained. 

19. Syphilis of both lungs. Verified by a Was- 
serman test. Dilated heart and aorta. Note ab- 
sence of calcified tubercles or single isolated tuber- 
cles. Areas of consolidation extend into lungs from 
roots and form comparatively large areas of: con- 
solidation, apparently not made up by the coalition 
of tubercles. 
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PHTHISIOGENESIS.* 


By Dr. E. C. Thrash, 
Atlanta, Ga. 


This essay, in some respects, will be a departure 
from the beaten paths followed by a majority of 
phthisiologists for the past three decades, but it 
is based upon a number of years of experience and 
the handling of hundreds of cases of tuberculosis. 
Inhalation of particles of infected sputum, either 
moist or dry, which pass into the bronchi and find 
lodgment there, is considered by a majority of the 
medical profession as the dominant factor in the 
production of pulmonary tuberculosis. This may 
be one, but, if so, it is by no means the dominant 
cause. Tubercle bacilli may reach the lungs in 
three ways—through the air passages (aerogen- 
ous), through the lymphatics (lymphogenous), or 
through the blood (haematogenous). We will dis- 
cuss these in their turn. 

Experimentation has shown that not less than 
fifteen to twenty tubercle bacilli in a group will 
grow and produce a tubercle in the guinea pig, 
-which is much less resistant to this infection than 
man; so it will certainly require no less than this 
number placed together and fixed at a certain 
point under the most favorable circumstances in 
order that they may root themselves upon the 
mucosa of the lungs and form a tubercle. This 
process requires from three to four weeks, during 
which time these organisms, when they reach the 
bronchial tubes, are constantly acted upon by 
the cilia, which wave all extraneous matter toward 


the pharynx, from whence it is thrown out. In~ 


addition, to this, these germs are bathed in the 
body fluids which are themselves germicidal, and 
they are also attacked by the wandering phagocy- 
tic cells that pass up between the epithelia to de- 
fend their host from this arch enemy. It is, no 
doubt, possible for them to get a hold despite such 
. odds as these, and force nature to take the next 
step of defense, which is the elaboration of cells 
and cell products in the production of a tubercle; 
but this is certainly exceptional and not the rule. 
When this does occur it can be possible only when 
one is either thrown constantly and intimatély in 
contact, with a. tubercular person day in and day 
out for many weeks, or remains for a long period 
of time where the germs are circulating freely in 
the atmosphere in large numbers, as living in a 


Toom where a careless consumptive has lived and . 
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expectorated promiscuously, or be daily in a 
place of business where careless consumptives 
keep the air sWarming continuously with live 
tubercle bacilli. 

It is doubtful whether the periodical breathing 
in of small numbers of tubercle bacilli, as by sleep- 
ing in a bed one time with a tuberculous person, 
or where a tuberculous person has previously 
slept, or occasionally being thrown with an in- 
fected person, who is careful, in a social way, 
could possibly produce the disease. 

Let us next consider the lymphogenous method 
Tubercle bacilli suspended in 
water and injected into the rectum of an animal 
in large quantities will not be taken up by the 
villi, but will be ejected without producing harm. 
If they are mixed with cream and injected they 
will pass-into the lacteals in large numbers, infect- 
ing the glands and other organs. This shows that 
these bacteria do not pass through the intestinal 
mucosa unless they are incorporated in emulsified 
or saponified fats, in which state they can enter 
only through the lymphatics, through which they 
may pass unmolested into the circulating blood or 
lodge in the lymph glands. This accords with my 
clinical and autopsy experience, as a number of 
infants, upon which I have held autopsies at 
Grady Hospital, dying with the diagnosis of 
marasmus, were found to have general tubercle 
mesenteric adenitis, which very probably resulted 
from infected milk, either human or bovine. Also, 
in my work at the Anti-Tuberculosis Clinic of 
Atlanta, I have found almost every child of tuber- 
culous mothers would show the positive Moro and 
Von Pirquet, and most of them were suffering 
from cervical tubercular adenitis. 

I shall endeavor to show that this is the source 
from which the so-called inherited phthisis comes, 
and no doubt from which most adult pulmonary 
tuberculosis develops. The seeds are planted in 
the lymph glands of the child from nursing, kiss- 
ing, or eating from the hands of an infected moth- 
er, father or nurse, or from drinking infected cow’s 
milk. These seeds are ultimately carried to the 
lungs in a manner that will be explained when 
haematogenous dissemination is considered. 

It is a common opinion among the medical pro- 
fession that the predisposition to tuberculosis is 
inherited. from tuberculous parentage. This is con- 
trary to every law of immunity. When one con- 
tracts an infectious disease he begins immediately 
to build up immunizing bodies and defensive prod- 
ucts to protect himself and to eradicate the 
poisons of this disease from his system, or he 
promptly dies. He is more or less immunized 
from the very beginning, and when the disease is 
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completely eradicated he is enjoying, for the 
present, a complete immunity against that dis- 
ease. If, during the progress of this immunizing 
process, the person has an offspring, this offspring 
would inherit the characteristics of the parent, 
and it follows that if this inheritance has any 


. bearing upon tuberculosis it would certainly be 


toward immunity and not toward. predisposition. 
This is borne out in my observation of having 
seen men from tuberculous families who would 
themselves have the disease, marry and bury more 
that one woman, and vice versa. There are many 
instances where people of tuberculous families 
who are suffering from tuberculosis without know- 
ing it, transmit the disease to their wives or hus- 
bands, who develop an acute type and die quite 
promptly. Individuals who are supposed to have 
inherited a predisposition are those who have 
acquired the disease during infancy and childhood, 


_ the glands becoming infected and the infection re- 


maining more or less dormant until the period of 
adolescence when resistance is at the lowest ebb, 
at which time they develop the pulmonary type of 
tuberculosis. The manner in which this takes 
place will be explained in the next paragraph. 

Taking up now the haematogenous method of 
infection. I will state that most tubercular pro- 
cesses in the lungs take place through the blood 
from the lymphatics. The germs pass into the 
lymph circulation through the alimentary tract, 
through which they reach the lungs either directly 
through the subclavian vein to the right heart, 
or find lodgment in the glands and infect them, 
which infection may become acute and break down 
this structure rapidly, or may remain in a chronic, 
quiescent state for many years. Whether activity 
continues from the time of infection or sets up 
afresh in after years, the result is the same. 
Caseation and softening of these glands take place. 
causing a great number of bacteria and other 
tuberculous materia] to pass into the lymph circu- 
lation, from which they go directly to the lungs 
through the venous and pulmonary blood. 

These bacteria and detritus from the broken- 
down glands find the first obstruction in their 
onward course at the capillary circulation in the 
lungs. These capillaries are depressed between 
more or less distended air vesicles, on account of 
which the progress of the blood is slightly im- 
peded. These tubercular products at this point 
form smal] capillary emboli, in which condition 
they have no active, living matter directly in 
contact with them, which gives them more suit- 
able surroundings for the long period of time it 
takes them to become implanted and begin to 
grow. 


As soon as this growth begins to take place 
nature sets up her strongest defense, which is the 
formation of a tubercle. This process begins by 
the cell structures of the capillaries immediately 
in contact with these bacteria ceasing to form 
tubes for the circulating blood, and rounding up 
and becoming epithelioid cells which go to make 
up the foundation for the tubercle. 


THE EARLY RECOGNITION OF TUBERCU- 
LOSIS WITH ESPECIAL REFERENCE TO 
ITS CONFUSION WITH MALARIA.* 


By William Redin Kirk, M.D., 
Hendersonville, N. C. 


It is well known to the medical profession that 
tuberculosis in its early stages, presenting as it 
does many symptoms which might just as readily 
be associated with various other conditions, is 
often unrecognized as such and the patient fre- 
quently treated for some other disease until the 
physical signs, which usually develop sooner or 
later, render the condition unmistakable. Even 
moderately advanced tases are sometimes con- 
fused with influenza, broncho-pneumonia, bron- 
chitis, in the sub-acute and chronic form assumed 
in the old, and asthma and pleurisy may mask 
a tuberculous process for a time, although pleurisy 
is less likely to be misleading, since it is generally 
accepted that most pleurisys are tuberculous in 
origin. : 

These are the chief respiratory diseases which 
offer difficulty in diagnosis, while systemic con- 
ditions such as neurasthenia, chronic anemia and 
indigestion with malnutrition so often precede, 
or, in fact, are a part of the early development 
of tuberculosis, that it is always well to inquire 
into the underlying cause and not be content to 
treat these cases symptomatically, for more often 
than not the physician who does so finds to his 
chagrin that some one else has correctly diag- 
nosed his case for him. These are the cases that 
complain of being tired all the time, that suffer 
from shortness of breath upon slight exertion, can- 
not climb hills or go up steps without fatigue 
or dyspnoea; they feel badly especially in the 
afternoon and often have a slight rise of tem- 
perature some time during the day, usually be- 
tween one and four o’clock. 

This type of the onset of tuberculosis, in a 
country where irregular and continuous fevers 


*Read at the Sixth Annual Meeting of the South- 
ern Medical Association, Jacksonville, Fla., Novem- 
ber 12-14, 1912. 
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are the rule, may easily be mistaken for malaria, 
and when hastily examined and given quinine be- 
fore looking for the plasmodium, may be treated 
for the latter disease, until the advent of physical 
signs clear up the diagnosis. It hardly seems 
necessary to call attention to the question of diag- 
nosis between such diseases as tuberculosis and 
malaria, notwithstanding they have many features 
in common, when an examination of the blood can 
so readily settle the matter, but when patients 
present themselyes for treatment who have been 
treated for malaria, when in the early stages of 
tuberculosis, it is interesting to know why mis- 
takes so easily avoided should have been made. 


One source of error no doubt is the perfunctory 
way in which temperature is taken, once or twice 
a day perhaps, or whenever the visit is made. A 
record of this sort is absolutely without value and 
highly misleadjng. To be of service it should be 
taken at two-hour intervals, beginning before the 
patient is up and continuing throughout the day. 
In doubtful cases the record for several consecu- 
tive days or weeks may be necessary. I am in- 
clined to believe that hasty examinations, care- 
lessly taken histories, and the failure to examine 
the blood will account for many errors. Blood 
examinations must, it need hardly be said, be 
thorough and frequent, says Minor, and the recog- 
nition of the plasmodium certain and positive be- 
fore we can afford to treat a slow, irregular fever 
as malaria. 

The early recognition of tuberculosis does not 
necessarily mean the discovery of the disease in 
its very earliest manifestation while it is yet a 
toxemia and before any physical signs have de- 
veloped in the chest, for we are rarely so for- 
tunate as to see these cases this early, but it does 
mean the diagnosis of the disease from the his- 
tory, symptoms and changed breath sounds which 
are present to an appreciable degree some time 
before the adventitious sounds of destructive pro- 
cesses appear. . 

A carefully recorded history (I shall have more 
to say upon this point later on), painstaking phys- 
ical examination, examination of the sputum, and 
the use of the different tuberculin tests, together 
with repeated examinations of the blood for plas- 
modium and the possible presence of tubercle 
bacilli should be sufficient to settle any case. 

Refinement of technic in physical diagnosis and 
delicate laboratory methods may be reserved for 
the specialist when obscure cases require the skill 
acquired by varied experience and long practice, 
but the point I wish to emphasize is the fact that 
tuberculosis in its early and moderately advanced 
Stages, while it is yet amenable to treatment, can 
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be recognized by the ordinary methods of physical 
diagnosis and simpler laboratory aids. 

The general practitioner, then, who naturally 
sees these cases first, is the proper one to diag- 
nose them and if he is willing to devote the same 
amount of time and care the specialist does he 
will be rewarded in the end. Omitting then the 
unfamiliar and more technical means of diagnosis, 
I will confine my remarks to practical and general- 
ly used methods, useful alike to specialist and 
general practioner. 

Of first importance is the history. If taken 
carelessly it is often most misleading, but if gone 
into with thoroughness and recorded systemati- 
cally, it is of the greatest value. Some authorities 
even put it above physical examination. It should 
take into account exposure to infection, the length 
of time and intimacy of contact, as implantation 
may date back to a long and intimate contact, 
even though there may have been an intervening 
period of good health, which makes the conten- 


tion of Behring and others that tuberculosis“ is~- 


often contracted in childhood with subsequent de- 
velopment in adult life seem consistent with the 
facts. After family history, a complete and de- 
tailed history of the patient’s previous condition 
is of the greatest service; in fact, no examination 
is complete without it, and the assistance it gives 
in arriving at a correct interpretation of the 
physical signs will repay all the time expended 
upon it. Searching inquiry into the history of at- 
tacks of typhoid, malaria and grippe will often 
uncover a tuberculosis in its active stage, or find 
the lingering fever of pneumonia or typhoid to be 


_& tuberculous process, made manifest by inter- 


current diseases. Attacks of pleurisy, enlarged 
cervical glands and fistula in ano, all point to 
tuberculosis as a probable cause, and while 
strumous keratitis and otitis media with perfora- 
tion and destruction of the tympanum may have 


been, part of .a former tuberculosis, their history. 


in the absence of definite pulmonary signs may 
be the landmark to lead us back to the lost trail. 

After the bacillus has found lodgment in the 
lung and before the period of softening; in other 
words, during the early stage of infiltration, the 
symptoms are those of toxemia, and while no one 
symptom taken alone is pathognomonic of tuber- 
culosis, yet the group is highly significant. 

Of all the symptoms, fever deserves first con- 
sideration. It is invaluable as an early indication 
of trouble and later as an index of the patient’s 
condition. While a few cases will pursue an 
afebrile course, most of them show some rise of 
temperature during the day. The temperature 
may be intermittent or remittent, rarely continu- 
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ous, or may be absent for days or weeks at a time, 
but if a careful record be taken at two-hour inter- 
vals for several consecutive days one rarely fails 
to record some rise above normal. 

In suspected cases that run a normal tempera- 
ture, exercise should be ordered, recording the 
theromometer reading before and after the walk. 
These patients will usually show sub-normal tem- 
perature, if it is taken sufficiently early, and some 
elevation after exercise. 

The sub-normal temperature is very charac- 
teristic of tuberculosis, and I think of equal 
value with the afternoon rise, when taken to- 
gether with a quick pulse of low tension and a 
blood count, which shows no leucocytosis, even 
in the absence of physical signs in the chest, is 
strong presumptive evidence of tuberculosis. It 
should not be forgotten that digestive disorders, 
especially dilatation of the stomach, may be ac- 
companied by a slight degree of fever, but appro- 
priate treatment will clear this up. 

Cough is a symptom never absent at some time 
during every case of tuberculosis; its character 
and diagnostic significance, however, are depend- 
ent on the progress of the disease, and diagnosis 


should not be contingent upon its presence or de- 


layed for that reason, for it is often absent in 
early cases, or, if present, it is a dry hack, prob- 
ably from pressure or irritation of the pneumo- 
gastric. 


Chills are not noticed early, but slight rigors” 


are often complained of. In a considerable num- 
ber of cases the onset of pulmonary tuberculosis 
is with symptoms which suggest malarial fever. 
The patient has repeated paroxysms of chills, 
fever and sweats, which may occur with great 
regularity. In districts in which malaria pre- 
vails there is no more common mistake than to 
confound the initial rigors of pulmonary tuber- 
culosis with it, says Osler. But as a rule, the 
similarity does not last long. The chills, fever 
and sweats of malaria take on their characteristic 
phases, and tuberculosis soon reveals itself by 
physical signs, or the presence of tubercle bacilli 
in the sputum. The resemblance is sufficient. 
however, to put the’ physician on the alert, and 
tuberculosis should not be excluded without posi- 
tive evidence to the contrary. 

Sweats are an inseparable part of the symp- 
tomatology of malaria, but they rarely occur early 
in tuberculosis, unless there is profound toxemia. 
Nervous patients may show some axillary sweat- 
ing at the time of examination, and it is not un- 
usual to notice moisture upon the neck and face 
of patients after short diurnal naps, long before 


. other “symptoms appear. The endotoxin of the 
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bacillus is responsible for the sweating in these 
early cases, thinks Cornet, by its effect upon the 
vaso-motor system, and it is probably the cause of 
the flushing after exercise or excitement; one 
other symptom, langour, which may be ascribed 
to the same cause, is highly suggestive, although 
not peculiar to tuberculosis. 

The circulatory system is disturbed early also 
from absorption of toxin, I think, instead of from 
atrophy of the heart, as believed by some, for 
tachycardia is noticed early before cardiac de- 
generation could take place. Patients complain 
of quick pulse long before they notice any fever, 
as a rule. 

The pulse generally runs from 90 to 110, even 
going as high as 120 in some. A quick pulse not 
otherwise accounted for, coupled with other sus- 
picious symptoms, is good evidence for further 
investigation. 

The blood pressure is usually low in tubercu- 
losis, especially in the latter stages, except when 
the kidneys are involved or in fibroid phthisis 
with emphysema. Authorities differ as to how 
valuable hypotension is as an indication of early 
involvement; in my experience it is fairly constant 
as a symptom in early cases. 

For the reason that the early diagnosis of tuber- 


culosis is principally a matter of inference and 
must be arrived at from history and the evidence | 


we may find of toxemia, I have dwelt at some 
length upen these features in preference to taking 
up the physical signs to be found in the lungs. 

Alteration of the breath sounds may be all that 
can be heard in very early cases, so it is well to 
listen carefully to the quality of the inspiratory 
as well as the expiratory phase of quiet breathing, 
comparing one with the other. It is well to study 
the inspiration first, ignoring the expiration, and 
then the expiration by itself, finally noting the 
character of both taken together for any modifica- 
tion of pitch, duration, intensity of rhythm, espe- 
cially over the apices and in the supraspinous 
fossa. 

Rough, granular breathing, or the so-called rude 
respiration of Grancher, is the earliest departure 
from normal vesicular breathing to be heard, and 
when found in favorite locations with any degree 
of persistence in conjunction with symptoms of 
toxemia is fairly indicative of a localized tuber- 
culous focus. 

Inspection, palpation, percussion and ausculta- 
tion should be the regular routine practice in 
examinations of the chest, saving auscultation for 
the last, but not ignoring the others, as each may 
lend something to the general clinical picture. 

No examination should be begun if the doctor 
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or patient is in a hurry; there is nothing to gain 
and much to lose. The room should be quiet and 
both doctor and patient in restful positions, - for 
the physical signs cannot be elicited to the best 
advantage when either one is in a strained posi- 
tion. It seems hardly necessary to call attention 
to the importance of examining the bare chest 
were it not so often the habit to examine through 
some light covering—a mistake most usually made 
with women in deference to their modesty. I 
have never found the least objection on the part 
of any of my female patients to uncovering the 
chest, and do not believe others will have any 
difficulty if they approach their patients properly. 

Without attempting to go into physical diag- 
nosis in detail, I would like to call attention to a 
few points in connection with the recognition of 
tuberculosis in its early stages. Altered breath 
sounds are the rule, and rales the exception in 
early cases. Lessened motion of the diaphragm 
is an early sign; Williams demonstrated it by the 
fluoroscope. It was also observed by Litten, whose 
shadow test is familiar; and Kronig has called at- 
tention to the fact that the motion of the lower 
border of the lung is diminished when the lung 
is involved to a small degree, and Pottinger 
claims that the entire side lags even in slight 
involvement of the apex. Exploration of the en- 
tire chest is always necessary, but especial care 
should be used in observing certain areas, the 
apices, front and back, the first intercostal spaces, 
the area under the scapula which is partly un- 
covered when the hand is placed on the opposite 
shoulder, the area on each side’ of the vertebra 


between the scapulae and the lower border of . 


the lungs. 

Rist, in a recent paper, claims the lower lobe is 
almost invariably the site of the initial lesion in 
children and that the apex is involved secondarily 
in both children and adults, explaining that cough 
forces infectious material into the apex. Of the 
accessory means of diagnosis, I shall have only a 
few words to say. Search for the bacillus should 
be thorough, and negative cases examined re- 
peatedly, for while finding the bacillus is the only 
absolute proof, a negative result is not positive 
evidence of the non-existence of tuberculosis. Too 
often patients are assured they have no tubercu- 
losis upon this evidence alone. 

The general practitioner is not expected to 
make use of Arneth’s method of differentiation of 
the nucli of the neutrophiles, the opsonic index 
and other more difficult laboratory means of diag- 
nosis, but in all suspected cases he can and should 
use some of the tuberculin tests, Moro’s, Von 
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Pirquet’s, or the old method of the subcutaneous 
injection of Koch’s old tuberculin. 


THE CLINICAL VALUE OF THE TUBERCULINS 
IN THE DIAGNOSIS AND THE TREAT- 
MENT OF TUBERCULOSIS.* 


By Wallace J. Durel, M.D., 
New Orleans, La. 


In considering the clinical value of the tuber- 
culins as diagnostic and therapeutic agents, one 
must view the question with an unbiased and un- 
prejudiced mind. 

Much has been said against the clinical value 
of the tuberculins, so much so, that, had not the 
tuberculins proven to be valuable adjuncts in the 
hands of. unprejudiced or close observers, they 
would be today completely discarded. 

Clinically we all agree that: 

1st. A tuberculin test showing negative results 
absolutely denotes that the tubercle bacillus has 
never invaded the human organism, in so far as to 
form a “tubercle.” 

2nd. A tuberculin test, when reacting ‘“posi- 
tive,” indicates the presence of a “tubercle” ‘in the 
human organism, regardless of its size or loca- 
tion. 

3rd. <A “positive” tuberculin reaction in a child 
under five years indicates an active tuberculosis, 
but in the adult may indicate the response of a 
“latent” lesion as well as that of an active lesion. 

Because of the fact that tuberculin reacts “post- 
tive’ in the adult with “latent” pulmonary, tuber- 
culosis, or in the adult with a hidden latent tuber- 
cular focus, some have concluded that the tuber- 
culin test loses all clinical value when adminis- 
tered to a person over five years of age. 

This ‘“‘sweeping” decision, I believe, is not quite 
entirely right, for those of us who have seen, in 
our clinics, scores of patients with clinical pic- 
tures closely simulating tuberculosis, pulmonary 
and elsewhere—feel that in the tuberculin test 
we have as corroborative evidence—the one im- 
portant fact that the tubercle bacillus has, or 
has not, formed an active or latent tubercle in the 
human organism. 

If not ‘for the corroborative evidence of the 
tuberculin “positive” or “negative” reaction, we 
cannot but feel doubtful and embarassed when 
we are asked point blank: “Has this patient 
tuberculosis or not?” 


*Read before the Sixth Annual Meeting of the 
Southern Medical Association, Jacksonville, Fla., 
November 12-14, 1912. 
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If we do not give to such a case the benefit of 
the tuberculin test we are forced to give him the 
benefit of the doubt, and consider him as tuber- 
cular until all suspicious clinical evidences will 
have disappeared. This is not done without some 
sacrifice and worry to the patient, much more 
regrettable if he proves to be free from any 
tuberculous infection. 

There are several diseases which we may con- 
front in diagnosis, and which often closely simu- 
late pulmonary tuberculosis; for instance, the 
coccic pulmonary and the localized “gripped” pul- 
monary infections. 

The localized grippe pulmonary abscess and 
the localized apical pneumonia, with slight con- 
stitutional disturbances and slow resolution, I have 
seen mistaken for pulmonary tuberculosis. 

There are conditions of the heart and medias. 
tinum, of the upper and middle respiratory tract, 
of the pleura, etc., that also have often been mis- 
taken for tuberculosis. Therefore, by reason of 
the fact that a tuberculin test with negative re- 
sults denotes absolutely that the human organism 
has never been invaded by the tubercle bacillus, 
it completely eliminates the slightest suspicion of 
a tuberculous infection, active or latent, thereby 
permitting us to exclude tuberculosis, and to 


.diagnose, in a clear and positive way, the disease 


simulating tuberculosis. 

If a patient has an active or latent tubercu- 
losis he will react “positive,” if not to the first, 
surely to the second tuberculin test. 

Anyone who has given the tuberculin test to 
hundreds of individuals will soon be convinced 
of that fact. There are, however, certain condi- 
tions where tuberculin shows no reaction, i. e., in 
the advanced and acute pneumonic tuberculoses, 
but, fortunately, these conditions are easily diag- 
nosed without the tuberculin “reaction.” 

Is the individual who is harboring a latent lesion 
and who is apparently clinically well by physical 
findings, etc., but who reacts “positive” to tuber- 
culin, on the same health basis as the individual 
who shows no reaction to several tuberculin 
tests? I do not think so. Certainly, I would not 
like to be one reacting to tuberculin under such 
conditions. I would feel the sword of Damocles 
continuously menacing me, and certainly could not 
compare my chances for developing. an active 
tuberculosis as remote as the individual who has 
never, and does not, harbor the tubercle bacillus 
in his organism, and who, consequently, never has 
reacted “positive” to tuberculin. : 

That a latent tuberculosis should react to “tuber- 
culin” certainly indicates that the tissues’ cells 
are still “influenced” by the toxic tuberculin 


products formed in the latent lesion, keeping be- 
low “par” the resistant cells of the body, and thus 
preventing the complete eradication of the dis- 
ease (or cure of the disease). 

For the above reasons I cannot see why we 
should disregard the significance of the “posi- 
tive” tuberculin test in the adult, though we find 
enough clinical and physical evidence in any 
lesion or lesions to feel that they are not actively 
caused by the tubercle bacillus—we should con- 
sider the depleting influence of the tubercle toxic 
poisons on the tissues’ cells, and I am convinced 
that from a clinical standpoint we should give 
such an individual all chances for the upbuilding 
of his tissues’ resistance by insisting upon an 
“anti-tuberculous” mode of living, without any 
aggressive or special form of treatment. 

By disregarding the tuberculous condition of 
such an individaul we fail to “lift” nature’s cellu- 
lar resistance to its efficient function, and may 
permit a virulent outbreak of a newly infecting 
disease, or a reviving of an “old” latent tubercu- 
lous focus. 

No one today can show by statistics that the 
mortality percentage of reacting clinically healthy 
individuals is not greater than in the non-reacting 
individuals. 

In the past ten years I have observed scores of 
individuals who reacted “positive” to tuberculin, 
and I have wondered at the number who'were not 
properly tagged as tubercular, in view of the fact 


. that the “physical and clinical findings’ were not 


sufficiently marked. 

Many such individuals I have passed upon for 
the’ sake of observation—placing upon them the 
tag of “non-tubercular” until the time when the 
clinical picture was clear, or until the disappear- 
ance of all suspected symptoms. 

I have had the opportunity of following quite 
a number of these “positive” reacting and ap- 
parently clinically-well individuals, and have seen 
them develop active and destructive lesions, so 
much so that I do not hesitate today to call 
“tubercular” any clinical evidence and physical 
findings that simulate tuberculosis, provided the 
corroborative tuberculin reaction was positive. 

I believe that it is better practice to do this 
than to leave the patient go uninstructed and in 
doubt, ‘and left to “time” for a clear and positive 
diagnosis. 

A proper “mode of living,” without any special 
medication, in such cases will be all sufficient, 
in most instances, to avert disastrous results. 
No one will deny the fact that a positive reaction 
to tuberculin surely denotes the presence of @ 
tubercular focus somewhere, whether it be latent 
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or active. If latent, it does not change the out- 
look of the future, for, at any time, any latent 
focus may become active. This we see often 
demonstrated when observing large numbers of 
“tuberculars.” 

For this very reason at the last meeting of 
the National Association for the Study and ‘Pre- 
vention of Tuberculosis it was suggested to elimi- 
nate the word “cure” in reporting statistical re- 
sults of tuberculosis. ; 

The above shows clearly that many of the so- 
called “clinically-well” are often latent or hidden 
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treated and supposedly cured cases are free from 
any “tubercular focus,” active or latent, regard- 
less of its size or location, and that the negative 
reaction means more than a mere tox-immunity 
in such cases. 


The “clinical” therapeutic value of the tuber- 
culins is exemplified in the tabulated records of 
eighty cases of tuberculosis treated in Louisiana 
previous to 1909. In this report we see that: 


In the first stage thirteen cases were treated, 
with recovery in all, and no relapse up to 1912. 


Report oF LovuistaNA ANTI-TuBERCULOsSIS LEAGUE CLINIC, 390 Cases TREATED. From NoveMBER 2, 
1908, TO DECEMBER 31, 1909. 


Improved Stationary Relapsed 

25 (26.3%) 20 (21.1%) 20 (21.0%) 

75 (51.7%) 50 (34.6%) 25 (17.2%) 

50 (33.3%) 100 (66.7% ) 100 (66.7% ) 
Total. 145 


In Att Sraces. 


Number Cured 

First Stage .. 95 50 (52.6%) 
Second Stage .... 145 20 (13.7%) 
Third Stage: ... 150 none 

309 


Unaccounted (arrested, relapsed or died) 
Fort Stanton, N. 
172Cases App. Well 


Moderately advanced ..... 7 (17.0%) 


tuberculoses, and cannot be classified as well, 
for a large percentage sooner or later show signs 
of reactivity or relapse. 

In my personal observation of several hundred 
cases it is evident that of eighty cases which were 
treated previously to 1909, of all those discharged 
as apparently well and who were given the tuber- 


17.9% apparently cured 
38.6% improved 

43.5% stationary 

37.2% unaccounted 


MEX., IQII TO I9I2, 


Arrested Improved Unimproved Dead 
9 (39.1% ) 2( 87%) 2 ( 87%) . 
14 (34.1%) ‘10 (243%) 2( 40%) 8 (19.5%) 


34 (31.5%) 13 (120%) 11 (10.2%) 47 (43.5%) 


In the second stage sixteen cases were treated, 
with recovery in fifteen, and “arrested” in one. 

In the third stage thirty cases were treated, 
fourteen apparently well, and sixteen arrested. 

In 1912 one of the apparently well cases had 
relapsed, and one died. ; 


Report oF E1icHty (80) CAses TREATED IN LoUISIANA AT CovINGTON SANATORIUM AND IN NEW Or- 
LEANS, La., BEFORE 1979. 


Stage No.of Cases App. Well Arrested 
(100% ) 
Second 16 15 I 
; (93.7%) (6.3% ) 

30 14 16 
1909. (46.7% ) (53.3% ) 
1912. (40.0% ) (36.7% ) 

Third advanced 21 none 


9 
1909. (42.9% ) 
1912. (19.0% ) 


culin test (the test proving, negative), not one 
relapsed; yet many of the cases showing a distinct 
Positive reaction upon their discharge and after, 
relapsed, and three died since. 

This small evidence further convinces me that 
repeated tuberculin tests will show whether 


Non- Relapsed 
Improved Improved and Living Died 


App. Well.4 Arrest. 3 
(13.3%) (10% ) 
3 Arr. 1 App. Weil 


10 2 I 16 
(47.6% ) (9.5% ) (4.7%) 76.3%) 


None None 


Of the arrested cases three relapsed and two 
died. 


Of the third (advanced) stage twenty-one cases 


were treated: not one got well, nine were ar- 
rested, ten were improved, and two non-improved. 
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In 1912 sixteen of the twenty-one cases have 
died. . 

The above teaches us a most practical lesson 
in that the early diagnosed cases of tuberculosis 
can be treated with far better and more lasting 
results than the advanced cases. Therefore, let 
us diagnose our cases before they reach the third 
stage, but this, unfortunately, is ‘too frequently 
not done even today. 


As for the treatment followed in the above. 


reported cases, the dietic, open air, and rest 
methods were rigidly enforced, and creosote and 
other symptomatic medications were also used 
when indicated. 

Tuberculin was used in all cases. To the tuber- 
culin I must attribute the greater part in finally 
overcoming the disease, for it was used only after 
the stimulating effects of diet, rest, air, etc., had 
failed under a fair lapse of time. 

To the tuberculin I can attribute the marked 
changes in the blood pictures, both neutrophylic 
and leukocytic. 

The same that altitude, air, diet, exercise, creo- 
sote and Beer’s hyperemia method, etc., stimu- 
late the leukocytosis of both matured and im- 
matured leukocytes, much more so does tuber- 
culin, and in such a way that it can be absolutely 
controlled and used as a whipping means for the 
proper supply of leukocytes. 

In an essay read before the National Associa- 
tion for the Study and Prevention of Tuberculosis 
last May I gave my observations of the effects of 
tuberculin upon the leukocytes and lymphocytes, 
both as to number and nucleic changes, showing 
how tuberculin affects the polynuclear neutro- 
phyle, leukocytic blood picture, thus favoring the 
supply of nature’s chief resisting cells, that is, 
those endowed with the richest anti-body resistant 
ammunition. 

Let us now compare results of some tuberculin 
and non-tuberculin treated cases. 

Looking over various reports and statistics from 
different institutions, those of Fort Stanton, N. M., 
strike us most forcibly. Remember that tuber- 
culin has been discarded at Fort Stanton, so also 
the use of many other serviceable remedial 
agents, as creosote, etc. The results, as published 
in the monthly report of August 30, 1912, do not 
speak favorably for the action of Fort Stanton’s 
staff in rejecting tuberculin, etc., as adjuncts in 
the treatment of tuberculosis. The fact that with 
11.6 per cent apparently cured, 33.2 per cent ar- 
rested, 31.9 mortality, Fort Stanton’s report is 
not encouraging to the poor consumptive, and cer- 
tainly is not on a level with many other reports 
where tuberculin, etc., were used. For instance, 


the Louisiana Anti-Tuberculosis League Clinic re- 
ports 390 cases treated in New Orleans, in 1909, 
without tuberculin, but with creosote and other 
accessories, giving: 17.9 per cent apparently well, 
43.5. per cent arrested, 38.6 per cent improved, 
and 37.2 per cent relapsed or died. 

The report of the eighty cases treated with 
tuberculin, etc., in Louisiana previous to 1909 
shows 52.5 per cent apparently well, 32.5 arrested 
and 23.7 mortality—this in a low altitude, but 
with the aid of strict dietetic and open air treat- 
ment with tuberculin, creosote and all other ac- 
cessories as they were indicated. 

In the above we have a practical expose, show- 
ing that tuberculosis, as contended by some, is not 
best treated by rest, diet and open-air life alone, 
but that other accessory agents, as tuberculin, 
creosote, etc., are necessary in the majority of 
cases to help nature in bridging the patient over 
to recovery. 

I have avoided all theoretical discussions as far 
as possible, and hope that I have expounded the 


ToTAL PERCENTAGES IN ALL STAGES. 


1909 
50.0% Apparently well ............ - 52.5% 

Non-improved .............. 2.5% 


Mortality from hemorrhage... 10.5% 


Total, 100.0% 


Report oF 172 CASES TREATED AT Fort STANTON, 


IQII-1912. 
Total Percentage in All Stages— 
Mortality from hemorrhage ....... 


facts in this essay so that some, if not all, South- 
ern doctors will not condemn with prejudiced mind 
the use of tuberculin preducts without giving them 
a fair and sufficient trial by their proper applica- 
tion and administration—the polynuclear neu- 
trophile leucocytic blood picture being, in my 
opinion, the safest guide for the proper adminis- 
tration of the tuberculins. 

Another fact worthy of notice is that the cases 
reported from Louisiana are an examplified and 
practical evidence that our Southern climate is 
as well adapted and suitable for the treatment of 
tuberculosis, better, in faet, in some _ respects, 
than other climates. 

No doubt patients can live an open-air life in 
our southern states as thoroughly and with the 
same enforcements as patients in any other 
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DUREL. CLINICAL VALUE OF THE TUBERCULINS. 


climate. The abundance of sunlight is a very 
favorable factor, a strong asset, in favor of our 
southern climate. This we see exemplified by 
the scarcity of acute pneumonic tuberculosis in 
our southern states. Our hoyse construction also 
forms an important -item in the warfare against 
tuberculosis in the south, so also does our mode 
of living. 

Therefore, as nature has been so kind as to 
give us such favorable climatic conditions, let us 
show in the future, by statistical reports of ag- 
gressively treated cases, that in our southern 
states we can, with aggressive treatment, promise 
the white plague sufferer as good results as those 
of any other locality. 


INDIVIDUALIZING THE TUBERCULOUS 
PATIENT.* 


By Lucius B. Morse, M.D., 
Hendersonville, N. C. 


Physician in charge of Dr. Morse’s Sanatorium. 
The burden of this paper is to call attention to 
the all too common habit of generalizing the 
treatment of the tuberculous patient, and to em- 
phasize the need of individualizing the care. of 
such cases. There are several reasons why the 
treatment of these patients becomes general in 
its nature. First of all there has been an enor- 
mous amount of matter in the popular press re- 
garding the treatment of pulmonary tuberculosis. 
The public is always on the alert for some short 
cut, some easily remembered phrase or formula, 
which, if followed, will bring about a speedy 
restoration to health. The average American 
newspaper reader possesses rather scant respect 
for minor details. The newspaper man’s business 
consists largely in understanding what the public 
wants; as a result tuberculosis therapy has been 
reduced to a few general rules, and the cure ren- 
dered simple. The formula commonly put forward 
is the greatest possible amount of rest, fresh air 
and good food—all well enough so far as they go. 
Laymen and physicians alike very frequently look 
upon this generalization as being all-sufficient. 
Another reason why the treatment of this grave 
disease becomes so commonly general rather than 
individualistic is the fact that many otherwise ex- 
cellent physicians after a few months weary of 
the many details involved, they drift into routin- 
ism and in not a few instances the “cure” is 
turned over to the patient. What applies in this 


*Read at the Sixth Annual Meeting of the South- 
ern Medical Association, Jacksonville, Fla., Novem- 
ber 12-14, 1912. 
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connection to tuberculosis applies in like manner 
to the treatment of many chronic ailments. With 
the acute disease it is different—the changes are 
rapid, and the attention and interest more easily 
held—each case being one of action. Not so with 
the chronic disease. The successful management 
of pulmonary tuberculosis demands sustained in- 
terest. 

General formulae and principles are valuable 
only in so far as they constitute the foundation 
upon which is erected an elaborate and useful 
superstructure of details. There is probably no 
other disease wherein the supervision, regulation 
and control of the minutae of the patient’s daily 
routine counts for so much as it does in chronic, 
pulmonary tuberculosis. Detailed management is 
valuable in all chronic diseases, but in relatively 
few of them do we have to confront constantly, 
month in and month out, the problem of toxemic 
infection. 

I confidently believe that the most important 
duty of the man who is treating tuberculosis is 
the singling out and correction of the things that 
kill. By. this I mean the infinite number and 
variety of little things that weigh in the balance 
against a cure from this treacherous disease, and, 
in the daily observation of the patient, the task 
of the physician here, as elsewhere in the prac- 
tice of medicine, is to reason, not from cause to 
effect, but from effect back to a probable cause. 
It is exceedingly difficult at times to ascertain 
and correct the cause of some aggravation of 
symptoms, and yet this is a most essential thing 
to accomplish. A patient who is under any sort 
of control will rarely commit the graver types of 
indiscretions, so that real success in tuberculosis 
thereapy comes down to a nice regulation of the 
minor details. 

Now, in this every person is a law unto himself. 
What is meat for one is another man’s poison— 
every patient must be individualized. General 
rules are valuable, but in regulating the life of 
each individual the .execptions are most con- 
spicuous; so much so, indeed, that one calls to 
mind the Frenchman’s ejaculation concerning the 
rules for spelling English words, viz.: that it was 
exception, exception, exception! 

Probably the explanation in part at least as to 
the reasons for good physicians tiring of tuber- 
culosis, is lack of time on the one hand and oppor- 
tunity on the other to supervise the details of the 
patient’s daily life. A daily clinical chart of some 
sort which is, kept by the patient or nurse is of 
great assistance. It can be of the loose leaf va- 
riety, in book form or in continuous rolls such 
as I have devised. The great value of a chart of 
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this character is that it constitutes a compact, 
abriged, graphic, clinical, daily record of the pa- 
tient, with the immense advantage that the phy- 
sician has the daily check on the case with the 
possibilities of a quick review. (See Figs. 1 and 
2.) 

It might not be amiss to call attention to some 
of the unusual, contradictory and otherwise inter- 
esting things that come up constantly in the man- 


agement of tuberculous patients to exemplify more 
succinctly the need of greater individualization. 
In the outset it must be remembered that the 
temperature curve is the physician’s guide board. 
On its tracery can be read the minutest details 
affecting the patient’s daily life. Herein we can 
see, step by step, the road along which our pa- 
tient is traveling. All patients should take, read 
and record their own temperature. Do not be fear- 


member and teach this dictum to all such pa- 
tients! “The cure lies largely within. yourself.” 
Doctor and patient alike must be co-partners in the 
fight. The two-hour temperature record might al- 
most be called the physician’s stock ticker. 

How frequently do we see the half degree of tem- 
perature rise from a game of cards, writing a let- 
ter or even from reading. I knew one patient who 
invariably developed temperature from simply the 


Fig. 1— This 
chart is largely 
self - explana- 
tory. The daily 
record is seen 
to be in ver- 
tical columns, 

ture ene 
weight line is 
charted in, the 
latter once a 
week, the hor- 
izontal lines 
re presenting 
pounds or mul- 
tipi es. of 
pounds. Addi- 


tional sheets 
are quickly at- 


he whole 
chart is grad- 
ually rolled 
upon 1-inech 
wooden rounds, 
and retained 
by the usual 
“clip” 
writing board. 
reading of a newspaper. The same patient could 
walk two miles a day with no evidence of fever 
_reaction. A physician was under my care for 
incipient closed tuberculosis. He was on five- 
mile daily exercise with never any reaction, but a 
few minutes of worry would invariably develop a 
degree of fever. Excessive cough is, of course, a 
common cause of febrile reaction and must, if pos- 


sible, be controlled. 


Fig. 2. Shows the completed roll ready for filing. 


ful that your patient will form the “thermometer 
habit.” If there is anything that is now proven, 
it is that patients are directly benefited by taking 
their own temperature. Only rarely do they be- 
come morbidly introspective: By and with the 


‘guidance of a.physician it enables the patient to 


check up, to keep “tab” on himself, if you please. 


‘It makes him responsible for his every act. Re- 


The care of the hair in women, and especially 
the washing of the hair, will cause some rise of 
temperature, I should say in every instance. I 
have seen blood streaked sputum simply from 
the act of washing the hair. The process is al- 
ways a tiresome one in frail patients. Men almost 
as commonly have temperature, in greater or less 
degree, from the act of shaving. These are seem- 
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ingly trivial things, but they all figure on the debit 
side of the patient’s struggle for health. 

Heat and cold, sun, shade and wind currents 
all markedly affect the thermometric reading. I 
have seen one and one-half degrees of temperature 
rise from sitting before an open fire. I have also 
had some patients whose temperature invariably 
rose after sleeping in day time. I mention these 
things to show the need for care in properly in- 
terpreting the daily temperature curve. 

How often too do we see temperature rises from 
talking and laughing, something that is most diffi- 
cult to control, but, nevertheless, demanding at 
times severe restrictions. I have seen these same 
temperatures disappear in cases who had throat 
complications wherein all use of the voice had 
been interdicted. Of all the certain fever pro- 
ducers, however, and the one that gets physician 
and patient alike into trouble, is visiting. The 
pernicious habit of visiting the sick is a custom of 
great antiquity, but this is about all it has to 
recommend it. One is almost constrained to say, 
from our neighbors and friends, Good Lord, deliver 
us. 

Rest is unquestionably our sheet anchor in the 
treatment of fever; yet I have repeatedly seen a 
lingering bed temperature disappear on moderate 
exercise. Similarly the pulse rate is increased 
very markedly by exercise, and should be most 
carefully watched; yet on one occasion I wit- 
nessed, in a young man, a sustained average fall 
of fifteen heart beats per minute after the begin- 
ning of exercise, all of which demonstrates the 
need of more closely individualizing these pa- 
tients: 

I not infrequently take the pulse during and 
following exercise. Some most interesting things 
are thus disclosed. One young woman, well nour- 
ished, afebrile, was on exercise. Her average 
pulse rate at rest was 85. To my utter amaze- 
ment her pulse on moderate exercise was 160. 
It was the only abnormal condition I was ever 
able to discover. On very slow walking her pulse 
would be over 130, and on ceasing exercise it 
would quickly fall to normal. I was never able 
either to account for it or correct it. The patient 
has been well for three years. I have seen a 
markedly irregular pulse in a young man from a 
game of bridge, never observed at other times. 
Not infrequently will one see an increase of cough 
With the initiation of acute constipation. I wit- 
hessed on one occasion the disappearance of a 
Most annoying, irritating cough occurring each 
morning by the use of bed shoes and a hot water 
bottle to the feet. 

The accurate observation of bodily functions is 
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likely the greatest usefulness which the physician 
derives from the use of some sort of daily clinical 
chart such as I have devised. The record which 
.is thus kept enables the attending physician to 
keep closely in touch with the patient’s condition 
with a minimum of expenditure both of time and 
energy. The quick comparison of temperature 
curves and of the weight line is of immense ad- 
vantage over the other forms of clinical sheets. 

It is likewise possible to show accurately and 
graphically the effects of all therapeutic measures 
used in the care of the case. The smallest tem- 
perature reaction from tuberculin, or possibly from 
an autogenous vaccine, can almost instantly be 
picked out on such a clinical chart, all of which 
counts for greater individualization. 

In the foregoing I have attempted simply to 
demonstrate how only a few of the apparently 
trivial and unusual things affect the welfare of 
these people. The tuberculous patient merits and 
deserves more individualizing than he commonly 
receives. The sanatorium is the ideal place for 
putting into operation the ideas set forth in this 
article, but a great deal more could be done by 
the man in general ‘practice, and in the continuous 
roll chart, such as I have devised, the physician 
will find an ally of incalculable assistance in the 
closer observation of these patients. 


RELATION OF GAS EMBOLISM TO THE PRO- 
DUCTION OF ARTIFICIAL PNEU- 
MOTHORAX.* 


By Stevens T. Harris, M.D., 
Highlands, -N. C. 


From all sides come reports of the employment 
and success of artificial pneumothorax as a treat- 
ment of tuberculosis of the lungs. It is safe to 
say that the results of no other method ever em- 
ployed can compare with the wonderful results ob- 
tained by this procedure. In fact, it is the only 
real curative treatment for phthisis which has 
ever been devised. One has but to try it to be 
convinced. 

The afterglow of the tuberculin mirage is be- 
ginning to fade. The significance of this state- 
ment can be appreciated when it is stated that the 
United States Army has discarded tuberculin as 
worthless, and that the immortal dean of Ameri- 
phthisiologists has had artificial pneumo- 
thorax produced on himself. 

Surgical procedure has again scored a victory. 
Artificial pneumothorax, like other surgical meth- 
ods, has its dangers—the chief among these is 


*Read at the Sixth Annual Meeting of the South- 
ern Medical Association, Jacksonville, Fla., Nov. 
12-14, 1912 
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gas embolism. It is safe to say that nearly all of 
the deaths due to the treatment have been caused 
by this condition. The percentage of deaths oc- 
curring from gas embolism during the operation 
is small, perhaps 1 per cent. It is likely that the 
earlier attempts, with lack of technical knowledge 
and ignorance of how to combat gas embolism 
when it occurred, as well as crude apparatus, has 
swollen the percentage of death rate from this 
condition. In spite of experience and modern ap- 
paratus, gas embolism is an ever-lurking menace 
lying in ambush for the patient. Of course, em- 
bolism could be produced by forcing gas into any 
blood vessel within the lumen of which the needle 
might be resting. It is also likely that gas could 
be forced into a blood vessel which had been 
torn or pierced even while the point of the 
needle is not within it. There are reasons to be- 
lieve that gas may be aspirated into certain 
blood vessels of the lung—most likely veins. Pos- 
sibly some of the sudden deaths reported from 
spontaneous pneumothorax, as well as the epi- 
leptic convulsions and sudden deaths associated 
with thoracentesis, have been due to gas em- 
bolism. 

In the course of experiment on a sheep, after 
a Brauer incision had been made, we noticed that 
a vein underlying the parietal plura would blanch 
and become bloodless in a certain stage of in- 
spiration, and later would fill and show well-de- 
fined waves of blood synchronous with the heart- 
beat. 

In the case of Mr. J, a fine hypodermoclysis 
needle had been introduced and connected with 
the manometer. There were fairly free readings 
of the manometer up and down, but the readings 
were of such a character as to indicate that the 
point of the needle was in a cavity, as I believe 
it was, or in some way connected with a bronchus. 
However, the gas was turned on and after 300 c.c. 
had been introduced, the patient felt queer. A 
reading of the manometer was taken. The move- 
ments were as at first, indicating neither sus- 
tained negative nor positive pressure. The needle 
was withdrawn and found free. Comparatively 
slight symptoms of embolism were produced, and 
the patient rapidly recovered under restoratives. 
In this case the indications were that the needle 
had pierced a blood vessel, and that a slight 
amount ef gas was aspirated while the point 
of the needle was beyond the blood vessel. In 
this case there was only moderately thickened 
pleura, and there were many adhesions, as has 
been shown by failures to produce a pneumo- 
thorax, both before and after this embolism. In 


_this case a curious mottling and cyanosis over the 


front of the right side of the abdomen and ex- 
tending for a distance up the thorax was ob- 
served. The injection was made on the right side. 

In the case of Miss S., a fine hypodermoclysis 
needle had been introduced. The wire probe was 
removed. The needle was not even conncted with 
th gas machine. It remained thus for a few 
moments—open. For some reason the needle was 
withdrawn and found to be partially filled with 
blood. A few seconds after the withdrawing of 
the needle the symptoms of an all but fatal em- 
bolism began. In spite of immediate recognition 
of the condition, and every appliance and help at 
hand, this patient lay at death’s door for hours 
and at one time was thought to be hopeless. 
Please note that this patient had thickened pleura, 
as shown by the X-ray, and had adhesions in every 
direction, as had been demonstrated by repeated 
failures to produce a pneumothorax, and that 
she had previously had a number of slighter em- 
bolisms. During the course of the embolism re- 
ferred to in the above case, there was evidence of 
acute dilatation of the stomach. 

In the case of Miss K., a fine hypodermoclysits 


needle had been inserted. The wire probe had, 


been withdrawn, and the needle connected with 
the manometer. There were no movements of 
the manometer. Supposing the needle to be too 
deep, it, still connected with the manometer, was 
withdrawn to a point where negative pressure 
began to show. This negative pressure increased 


“with each inspiration until four centimeters of 


water were indicated. There was no up and down 
movement of the manometer synchronous with in- 
spiration and expiration as you would expect in a 
free pleural space. This was noticed when the 
readings reached the indicated point. The patient 
was instructed to cough, which she did. At this 
time she began to complain. The needle was 
withdrawn and found partially filled with blood. 
Combative measures were immediately emn'oyéu, 
in spite of which a very severe gas embolism was 
produced. It would very likely have been fatal 
had it not been for prompt and vigorous measures. 

This case is especially interesting for several 
reasons. First, because there was a measured 
amount of gas introduced, namely, 4 c.c., and that 
this amount of gas likely would produce a fatal 
embolism. Second, it definitely proved that gas 
can be aspirated into the intra-thoracic circulation 
and with a force of at least 4 c.c. of water. 

This case also had thickened pleura, as shown 


by the radiograph, and many adhesions, as has- - 


been demonstrated by failures to find anv con- 
siderable free pleura in attempts before and after 
this embolism. 
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HARRIS: ARTIFICIAL PNEUMOTHORAX. 


The observations in the animal experiinentation 
and these cases are given for the purpose of 
showing that at a certain stage of respiration 
there is a negative pressure or suction in some of 
the blood vessels within the thorax. 

If you will pardon the digression, I would like 
to suggest that the physiological function of the 
lungs is not alone that of respiration, but also has 
to do with the dynamics of the circulation of the 
biood.” It is easy to conceive how the rapid ex- 
pansion of the extremely vascular lung could 
cause space within itself more rapidly than the 
plood stream could supply, and that the converse 
would be true—that a rapid contraction could in- 
crease the tension within the lung, and conse- 
quently the force of outflow of blood from the 
lung. 

To return, these observations show that this 
negative pressure condition can be a cause for 
the production of gas embolism in spite of careful 
technic and modern apparatus. I know of no 
technic nor apparatus which can completely over- 
come this danger. Be it understood that the 


probe must be passed through the needle in order 
te clear it and taken out to be observed, and that 
the whole progress of the gas filling and indica- 
tion for turning on the gas is governed by the 
movement of a manometer or pressure gauge, 


either one of which might allow a certain amount 
of gas to be aspirated. 

They also indicate that a thickened pleura and 
adhesions are signals for careful work. We have 
had a number of other embolisms, and in all these 
cases these two conditions were present. 

These cases show that a cavity or bronchus can- 
not be injected without an element of danger. 

The cases also indicate that a fine needle should 
not, be used except after the formation of a posi- 
tive pleural cavity, for the reason that the point 
of a fine needle is more likely to rest within the 
lumen of a blood vessel. . 

It is indicated by these cases that when a mano- 
meter or pressure gauge shows a comparatively 
slight negative pressure rise with each inspira- 
tion and no appreciable reaction from each suc- 


ceeding expiration, that you are in imminent dan- 


ger of gas embolism. 

They further show that it is dangerous, after 
having inserted a needle and withdrawn the probe, 
to leave the needle open to atmospheric pressure. 

These cases also suggest that the ordinary open 
water or mercury manometers. should be succeeded 
by a closed pressure gauge, preferably of the 
variety used in the blood pressure apparatus, 
Where the pressure is transmitted through a 
diaphragm. 
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In order to avoid gas embolism from the in- 
jections, no gas must be introduced until. you are 
positive that you are between the visceral or 
parietal pleura. This ig ascertained by the free 
movements of the manometer or pressure gauge 
up and down or back and forth synchronous with 
inspiration and expiration. In the beginning of 
the injection, these readings will be more or less 
negative, and as pleural space capacity decreases, 
they will go from negative to more or less posi- 
itve pressure. When you are within a pleural 
cavity cough produces a sharp rise in the pres- 
sure. A quick, deép breath produces a sharp de- 
crease. Clearing the throat produces a decided 
rise. Talking or counting with sustained respira- 
tion produces a rise. Sustained inspiration with 
the mouth and glottis open, as if in an effort to 
still continue inspiration, will produce a_ sus- 
tained decrease in the pressure. Sustained expira- 
tion in the same way will produce a sustained rise. 
If these pressures are not sustained in the man- 
ner described, you are not within a pleural cavity, 


' but very likely within a lung cavity or bronchus. 


It is noteworthy to state that as the needle 
passes through the parietal pleura there will like- 
ly be more or less pain, but after having passed 
through, in a few moments the pain almost in- 
variably ceases, and the needle may be held in 
this position between the two layers of the pleura 
without further pain for a long while. As the 
point and end of the needle pass through the 
parietal pleura you feel a loss of resistance. If 
the needle be blunt enough you may hear a muf- 
fled sound like passing through parchment. After 
the point of the needle has passed the parietal 
pleura the probe gives evidence of some space 
or at least softened resistance. 

The chances for gas embolism are remote after 
you have definitely proven free pleura and more 
or less of a cavity has been formed. In fact we 
have never seen it occur when this was the case, 
except where there were thickened pleura and 
some adhesions, and where too high a pressure 
was suddenly produced. 

It should be remembered. that the slightest feel- 
ing of strangeness, queerness, numbness, tingling, 
dizziness or blindness on the part of the patient 
are the usual premonitory symptoms of embolism. 
These could progress to various paralytic phe- 
nomena, spasms, usually tonic, epileptiform con- 
vulsions, loss of sensation, dilation of one or both 
pupils, etc. There could be unconsciousness, 
syncope, cyanosis, and other symptoms produced 
by embarassed circulation or heart action and 
respiration. Vomiting while unconscious, strange- 
ly seems to precede. improvement. The hopeful 
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symptoms are return to consciousness, improve- 
ment in respiration and circulation, and abatement 
of the above-mentioned symptoms, all or some of 
which might be present in any one case. 

The treatment consists in the prompt use of 
analeptics, especially nitroglycerine, ammonia in- 
haled and internally, strychnia, and at times mor- 
phine. and atropine. Oxygen inhalation should be 
commenced as quickly as possible and kept up 
continuously until permanent signs of improve- 
ment are shown. Artificial respiration should be 
used when indicated. Electricity is said to be use- 
ful. Constant attention and watching should be 
given the patient for many hours after improve- 
ment has occurred, as the condition can return 
with even more violence than the first attack. 

One case of this most appalling condition usually 
suffices for the most ardent seeker after ex- 
perience. 


DISCUSSION. 


Dr. John T. Halsey, New Orleans: I would like 
to ask Dr. Harris whether the danger of gas 
embolus could not be largely, if not entirely, 
avoided by the use of the cannula and trocar, in- 
stead of the aspirating needle. It would seem to 
me that if the puncture was made by a cannula 
with sharp pointed trocar, and then the sharp 
point withdrawn, and then moving around slightly 
to the blunt rounded end of the trocar, it would 
make it absolutely impossible for this trocar to 
remain within the vein, and so it would seem to 
me this would practically eliminate the danger 
of gas embolism. 

Dr. Graham E. E. Henson, Jacksonville, Florida: 
With reference to the paper read by Dr. Kirk con- 
cerning the early recognition of tuberculosis and 
its confusion with malaria, I think Dr. Kirk laid 


- too much stress upon the presence of chills in 


malaria. He described the typical tertian type, 
and it must be remembered in the estivo-autumnal 
types we do not have the shaking rigor, or the 
intense perspiration that we see in the benign 
tertian. Also in the treated tertian type the chill 
may be absent, and we have more or less, espe- 
cially if it is a double infection, continuous fever. 
On this account the danger of early recognition of 
tuberculosis and its confusion with malaria is apt 
to be overlooked, especially in those communities 
where the estivo-autumnal types of malaria are 
present. An examination of the blood for the pur- 
pose of differential diagnosis will show that in 
tubercular lesions, while a leucopenia may be 
present, there is not the large excess of mononu- 
clears that we will find in malarial infection. In 
fact, the small lymphocytes will be, as a rule, 
very much in excess. 

Dr. William Litterer, Nashville, Tenn.: With 
reference to bovine and human tuberculosis, I 
have made some investigations with especial refer- 
ence to the examination of the tuberculous glands, 
and have now examined sixteen cases consecu- 
tively, working it out according to Theobald 
Smith’s glycerin-bouillon as a reaction. Of these 


sixteen cases, nine proved to be of the bovine 
type. Also in five autopsies in children who died 
from tuberculosis I found that the mesenteric 
lymph nodes contained bovine bacilli in three. 
The other two were of the doubtful type, the 
examinations having been made in accordance 
with the Theobald Smith bouillon reaction. 

Dr. E. C. Thrash, Atlanta, Ga.: Possibly I am 
not so enthusiastic over the tuberculin treatment 
as Dr. Durel is, but I certainly am not as agnostic 
as Dr. Harris. I have been working with tuber- 
culin and watching every phase of it for a long 
time. I have been very highly elated at times. At 
other times I have felt discouraged, but taking 
it upon the whole it is, in a measure, a specific 
for tuberculosis. I have reached that conclusion, 
and the more I work with tuberculin the more 
firmly I am convinced that this is true. My ex- 
perience corresponds exactly with that of Dr. 
Durel. I have landmarks all along the line for 
the past ten years, men perfectly well who were 
suffering from tuberculosis and who were treated 
with tuberculin, and today they have not a symp- 
tom of the disease. In noting the reports from 
the various institutions over the country at the 
National Association for the Study and Preven- 
tion of Tuberculosis last May, I noted that the 
results where tuberculin was administered have 
been much better in the way of producing im- 
provements and cures than under the old regime. 


Of course, it has got to be given intelligently, and’ 


one must not get discouraged in its administra- 
tion and think he ought to get satisfactery results 
in a few weeks or a few months. It should be 
given for three or four months, then there should 
be a period of rest, and then the agent adminis- 
tered again. Let the treatment cover a period 
of six months or a year if you expect to get re- 


‘sults, not giving the vaccine continuously, but 


taking an occasional rest period. You get. the 
tissues stimulated to a proper state, then by con- 


tinuing too far you may get a toxic effect. You 


can get the chronic negative phase by the con- 
stant use of tuberculin, and the patient will im- 
prove promptly when you leave it off, and then you 
commence again and your improvement progresses 
steadily. 

I have been using recently the mixed phylacogen 
with the tubercular phylacogen that Parke, Davis 
& Co. are preparing after Schafer. I have been 
supplied with it, and I think that with this combi- 
nation in the far advanced cases of mixed infec- 
tions, in the chronically infected cases, where they 
are not too purulent and not too septic, and there 
is not too much pus accumulating in the lungs, 
the improvement is more rapid than with vaccines 
and with the ordinary tuberculins we have been 
using for some time. I am not using phylacogen 
as they instruct, but once or twice a week as I 
would tuberculin. 

Another point I want to stress is that in these 
purulent conditions that we often find in tuber- 
culosis, where an enormous amount of sputum is 
being thrown off constantly, the patients do not im- 
prove with vaccines. They really grow worse and 
you produce greater toxicity with the vaccines 
than if you leave them off. I have three or four 
cases under treatment now and they do better 
without vaccines than they did while I was giving 
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them. I have had two or three cases of bron- 
chiectasis where the tubes have dilated and are 
being constantly filled with pus. These cases do 
worse with the vaccines and phylacogen. The 
reason why that is so is because there is a con- 
stant enormous amount of pus being absorbed in 
the system and you have a constant supply of 
toxines that cannot be.overcome by the vaccine 
method. 


As to pneumothorax, it is but one of the various. 


forms of treatment, and it will not cure cases of 
tuberculosis that it is necessary to use it in. It 
will improve them often and may partially arrest 
the progress of the disease. There is no such 
thing as the cure or even the complete arrest of 
tertiary tuberculosis. It may become quiescent, 
but never arrested and cured by the pneumothorax 
treatment or with any other method. It is not 
within the power of my conception to see how 
a lung after it has undergone ulceration and the 
structure broken down can be cured by any 
method of treatment. We may arrest that condi- 
tion for a term of years, but it will return, and 
the patient will die sooner or later. I doubt 
whether it is possible to cure the second stage 
where you have infiltration, ulceration and break- 
ing down of the lung tissue. 

Dr. W. R. Kirk, Hendersonville, N. C.: With 
regard to the factors governing the circulatory 
changes in tuberculosis, that Dr. Morse spoke of 
in some of his cases, I think you have to consider 
not only the effect of the toxins on the vasomotor 
system as a whole but also the condition of the 
heart, weakness of the heart muscle, the condi- 
tion of the blood vessel wall, while remembering 
the effect of the toxins upon the ‘vessel walls 
themselves. Another point is the limitation of 
movement of the diaphragm. That has something 
to do with a low pressure. The limitation of move- 
ment of the diaphragm dependent upon lessened 
motion in the affected lung will allow blood to ac- 
cumulate: in.the splanchnic system, thereby tak- 
ing a portion out of the general circulation, which 
lessens the volume of blood in the surface vessels: 
this, of course, will give lowered tension. 

If I understood Dr. Herbert rightly, he claims 
tuberculosis to be contagious. I do not think it 
should be so designated, strictly speaking. I am 
satisfied it fs infectious, but not contagious in the 
sense of acutely contagious diseases, and when 
spoken of as contagious it should always be qual- 
ified so that the public will not ‘misunderstand. 

As to Dr. Durel’s paper, I agree with him that 
the tuberculous individual has to always live a 
modified life. He is never the same individual, 
even after recovery, and if he would remain well 
this fact should be impressed upon him. He is 
less likely to have a relapse after he has taken 
tuberculin, of course, and I believe in suitable 
cases tuberculin does good, but it matters not 
what the treatment or how good the results, he is 
never the same individual and he has to govern 
his life accordingly. 

In reply to Dr. Henson I will say that I did not 
in my paper attempt to differentiate the different 
types of malaria, but merely spoke of them col- 
lectively. 

Dr. L. B. Morse, Hendersonville, N. C.: There 
is one feature that is slightly irrelevant to the 
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matter under discussion to which I would like to 
call attention because of the misunderstanding’ 
which nearly everyone has in regard to it that 
was just spoken of by Dr. Thrash in regard to 
adolescence being a vulnerable age of tubercu- 
losis.. I am thoroughly cognizant of the fact that 
the great majority of people, not only general 
practitioners, but people who are working in 
tuberculosis, are under the impression that adoles- 
cence and early adult years are most favorable 
periods when people are more susceptible to tuber- 
culosis. That is a fallacy. It is something that 
really ought to be corrected in the popular mind. 
This fallacy has crept into medical literature in 
this way, that with say, a thousand people dying 
of tuberculosis it is found that, in estimating: the 
deaths by decades, a larger number of people die 
between 20 and 30 than at any other age, fewer 
between 30 and 40, and so on. If, however, the 
number of people living of a particular age is 
considered, statistics of which have never been 
compiled in America, but have been well worked 
out in Germany, it is found that the likelihood of 
contracting tuberculosis increases from the age 
of puberty right on up to 60 years; then trom 
60 to 70, despite the fewer number of people }iv-- 
ing of that age, there is for some unaccountable 
reason a decrease in the susceptibility to tuber- 
culosis. I believe there are few people who 
realize that fact. There are a great many people 
because of increasing years who labor under the 
impression that they are less likely to contract 
tuberculosis, yet, as a matter of fact, they are 
more likely to contract it, if one remembers that 
there are fewer people living of advanced years. 

Dr. Wallace J. Durel, New Orleans (closing the 
discussion on his part): It has been said that 
tuberculin is a specific agent. Gentlemen, tuber- 
culin is not a specific as we speak of specifics, as 
anti-toxin in diphtheria. We know, as Sahli says 
in his last book, quoting Wolf-Eisner, that tuber- 
culin not only attacks the toxic products, but acts 
in loco. It stimulates not only the formation of 
antibedies, but it favors direct action, phagocytic 
action of the leucocytes. 

So far as the paper of Dr. Morse is concerned, 
I certainly would like every practitioner to read 
it. I think it is well placed, because it brings out 
the foundation of all treatments. I would like to 
classify the basic treatment of tuberculosis as the 
hygenic, dietetic, rest treatment and the X-ray 
treatment. 

With reference to the susceptibility of age we 
must not forget the fact that statistics show up 
to the present time that the majority of people 
develop tuberculosis at the age of 21, and thar 
tuberculosis may be of the latent form from child- 
hood, and certainly when that individual is placed 
in all the life struggles he becomes more the sub- 
ject of infection, and is more apt to develop tuber- 
culosis. But a man may develop tuberculosis ‘at 
any age. I have a man, 76 years of age, ‘who is 
developing active miliary tuberculosis. A tuber- 
culous individual should be careful if he does 
not react tuberculin. I say to tuberculous patients 
that once tuberculous always tuberculous, and it is 
better to be a coward under these circumstances 
than to be brave. The moment you are a coward 
you are careful to keep well. The moment you 
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are too brave you are careless and are liable to 
have a relapse. : 

So far as pneumothorax is concerned, I have not 
had many opportunities of applying it. If we 
are only able by a modified technic in the ada- 
vanced cases to change our results materially it 
will be a good thing, and I hope those who have 
become skilled will simplify the technic, so that 
in the future it will be a valuable adjunct in the 
treatment of tuberculosis. 

Dr. Stevens T. Harris, Highlands, N. C. (clos- 
ing the discussion): I do not care to discuss 
these most excellent papers that have been pre- 
sented on this subject, but wish only to commend 
them. There is one thing in regard to which I 
might differ with some of the authors and that is 
the use of tuberculin as a treatment for tubercu- 
losis. I think my reasons for it are sound. In 
watching parallel results, in comparing artificial 
pneumothorax or compression of the lung with any 
other treatment, the results are so far superior 
and so striking and so constant that I really do 
not care to employ any other treatment until I 
find something that is superior to it. Of course, 
there are aids and adjuncts. Any aid in the treat- 
ment of tuberculosis should be used. All things 
should be used for the benefit of the patient. As 
to the curative effects of artificial pneumothorax, 
or compression of the lungs, it has been proven, 
and it is no longer a matter of anybody’s opinion, 
but it is a matter of fact. Facts are the things in 
which I am interested. If it is tuberculin, let it 
be tuberculin. If it is artificial pneumothorax, 
let it be that. What I want to achieve is results. 
You employ artificial pneumothorax, and see the 
results are striking in every case where you can 
produce it, just as a dose of quinine will produce 
a favorable change in a case of malaria. I have 
never seen it fail. So far as cure of the lungs is 
concerned, autopsies have proven that the tuber- 
culous lesions were perfectly healed in people 
who died from other diseases after having had 
compression of the lung. This is a matter of medi- 
cal history and not a matter of my opinion. 

In regard to the question asked by Dr. Halsey 
of the use of apparatus for the prevention of gas 
embolism, I think it is true that any needle or 
any form of puncturing apparatus which will pro- 
duce trauma more than a cut would be less liable 
to cause the condition or to leave a patulous vein 
so that embolism would occur. The larger the 
needle you use the less likely you are to enter a 
blood vessel. There are various forms of needles 
used. The needle I use in the initial operation is 
very blunt. It has rather a tearing effect than 
a cutting one. We use blunt pointed probes, and 
we insert the needle with a probe in it, and we 
probe in after we insert the needle. We examine 
the probe to see if it has blood on it. 

One of the serious questions is the prevention 
of the entrance by aspiration of air or gas into the 
circulation. I have demonstrated that gas or air 
can be aspirated into the circulation. This makes 
the problem of prevention very difficult. 

There is one thing suggested to me by Dr. Hen- 
son in dicussing the diagnosis between malaria 
and tuberculosis, and this is in regard to the blood 
pressure findings. The blood pressure findings in 
malaria are high, while we all know in tuber- 
culosis they are low. 


THE STATUS OF CLIMATE IN PHTHISIO- 
THERAPY. 


By Thompson Frazer, M.S., M.D., 
Asheville, N. C. 


Having made the diagnosis of pulmonary tuber- 
culosis, the physician often finds it difficult to de- 
cide upon the locality where the cure shall be 
pursued: shall it be at home or at some climatic 
resort? It may be that he has to fight precon- 
ceived notions on the part of the patient’s family, 
or perhaps, in his own mind, he is uncertain as to 
the relative value of “home” and of “climatic” 
treatment. While he knows of cures successfully 
accomplished amid the surroundings of the home, 
the number of cases whose improvement has been 
attributed to climatic factors is too great to be 
dismissed without further thought, and he is often 
perplexed as to whether the patient should be 
advised to remain at home or should be sent to 
some region where “cloudless climes and starry 
skies” prevail. It is the purpose of this paper to 
discuss briefly the effect of climate in tuberculosis, 
and to attempt to discover the various climatic 
factors which have influence on the disease. 

The advantages of climate in the treatment of 
tuberculosis have been sung since the first days 
of phthisiotherapy and all climates, from the low, 
moist ones of the sea coast to the high and dry 
ones of the mountains, have at different times re- 
ceived their.quota of praise. Such differences of 


‘opinion seem, at first, irreconcilable to one who 


has but little understanding of climate and of the 
results which climate is expected to bring about, 
but it should be noted that what we know as 
climate is the product of many factors, and that, 
moreover, extrinsic conditions—such as the pres- 
ence or absence of hygienic surroundings, good 
food, enjoyable company, and the like—may so 
modify the effect of climate as to make or mar 
the results anticipated. So that, while definite 
scientific observations are not lacking on the sub- 
ject of climate, they must be coupled with the re- 
sults of clinical experience before they can be of 
general usefulness, and here it is that the personal 
equation of both physician and patient enter into 
the results achieved and make it difficult to dis- 
tinguish between the effects of climate and those 
of associated and inseparable conditions. It is not 
surprising, therefore, that to one unaccustomed to 
consider climate as a therapeutic agent, the sub- 
ject should seem hopelessly confusing. Moreover, 
there has been a tendency on the part of some, I 
am glad not to have to say of all, physicians to 
question the results attributable to climate; this 
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has at times been carried to what I consider a 
dangerous degree of doubt. With the realization 
of the possibilities of improvement in tuberculosis 
which lie in fresh air, good food, rest and hygienic 
management, administered in unfavorable climatic 
surroundings, there has come about a correspond- 
ing decrease in the belief in the efficacy of cli- 
mate in this disease. 

It should be stated at the outset that climate 
is not a specific for tuberculosis, and climato- 
therapy should take rank after the hygienic 
dietetic regimen above noted; neither is there 
found anywhere an ideal climate for tuberculosis; 
these observations, however, should not warrant 
the assertion sometimes made, that climatic in- 
fluences are negligible in tuberculosis, for the 
wealth of clinical evidence at our disposal must 
convince him that hath eyes to see that climate 
is an important factor in the treatment of this 
disease, and in spite of its non-specificity, a thera- 
peutic adjuvant not to be despised. Amrein has 
well said: “Undoubtedly proper care is the most 
important element in the treatment of tuberculous 
patients, and proper care in a bad climate is much 
better than no care in a good one. Nevertheless, 
no one will venture to deny that the very best of 
all is ‘proper care in the best possible climate.’ ” 

Let us define what we mean by “climate.” 
Knight says it is “the average weather conditions 
of a given place.”? When we remember the part 
that fresh air plays in the treatment of disease, 
it is not claiming too much for a locality where 
the outdoor life may be pursued not only with tol- 
erance, but with actual enjoyment—that it will 
give better results than one where the patient is 
hampered by weather conditions such as wind, 
rain, excessive heat or cold, in carrying out prop- 
erly the therapeutic program. The observations of 
Edson on the subject of climate are so illuminat- 
ing that I quote him at some length. He regards 
climate as “the sum total of meteorological condi- 
tions prevailing in a given region over a consid- 
erable period of time. It is the average condition 
of meteorological phenomena characterizing that 
place. The weather is the immediate state of 
those phenomena at a given time. It is important 
to have this distinction clearly in mind. The 
weather may be very bad—cold and windy, for ex- 
ample, on a given day, in a place where the aver- 
age and usual conditions forming the climate are 
those of warm and sunny days; and even the 
region of generally damp and cold climate may 
have its warm, dry days of beautiful weather. Cli- 
mate is the sum total, the average state of the 
weather to be expected in a given region or place 
over a considerable period of time.” This concep- 
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tion makes evident the value of climate, for surely 
that location is to be preferred where the pleasant 
days are the rule and not the exception. The con- 
sumptive cannot afford to wait for the occasional 
his improvement is, at best, but 
slow, and his recovery depends in a large meas- 
ure on his living his life in the open, and all con- 
ditions that make this easier of accomplishment 
must be regarded as favorable. For “an outdoor 
life does not mean the casual or occasional being 
out of doors, but implies a constant life in the 
open air. The measure of its efficiency is directly 
in proportion to the number of hours spent daily 
in the free air. It is not simply being out of doors 
for recreation, but it is the spending of the 
patient’s time, so far as possible, in fresh, open 
air, not only while at work or exercise, but while 
at rest, and particularly during the period of 
sleep.’ - The consumptive, to whom the weather 
is a medicine, should receive it in as palatable a 
form as is possible. ; 

It has been argued that a change of climate is 
not to be had by the majority of sufferers,'and that 
a means of treatment more readily available to 
the rank and file should have first consideration. 
The first part of the argument is sound—undoubt- - 
edly and unfortunately—but this in no way affects 
the obvious truth that the sick man, with means 
of securing the most satisfactory conditions for 
regaining his health, should not be deprived of any 
feature which would aid in attaining this result. 
Those in a humbler walk of life must be content 
with the fresh air cure, practiced at home amid 
the best hygienic surroundings that their means 


’ will permit; it must be admitted, however, that 


even the well-to-do will not improve as rapidly at 
home as with the additional factor, climate. 

Upon a little reflection it should be patent to 
everyone that the effects of climate—at times ex- 
aggerated, at other times disregarded or actually 
discredited—must be considerable. We have all 
experienced’ the elation of a sunshiny day and 
the depresion of a cloudy one, ahd, as Knight 
says: “Many of the effects of climate on the 
human system are well known, and there is no 
reason to suppose that the tuberculous patient is 
exempt from the ordinary laws of nature in this 
respect. If it is admitted that varying meteoro- 
logical conditions affect metabolism, it would seem 
to be hardly necessary to advance any further 
argument in favor of change in certain tubercu- 
lous cases. There is nothing known in a tuber- 
culous patient to make him especially immune to 
climatic conditions.” 

Without attempting to give an ideal classifica- 
tion of climate, nor wishing to hold a brief for 
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any particular type, it may be well to consider, 
briefly, what atmospheric and geographical fea- 
tures determine the nature of any given climate. 
Sewall* regards the climatic components, tempera- 
ture and humidity, as the main meteorological fac- 
tors to be considered; these, he says, are deter- 
mined by distance from the equator, distance from 
the sea, and elevation above the sea; these, in 
turn, determine the weather conditions in any 
definite area. According to Barlow: ‘The chief 
elements that give character to any distinct cli- 
mate are temperature, the degree of moisture (for 
practical purposes confined to relative humidity), 
the wind conditions, and the atmospheric pres- 
sure. . . . Other factors that have influence 
on the climate of small areas are the character of 
the soil, whether dry or moist, distance from or 
nearness to bodies of water, size and nature of 
forests, vegetation, density of population.’* Cli- 
mate has been divided and subdivided into so 
many classes and types—according to the measure 
in which are present the different constituents, 
heat, light, moisture, air purity, density and move- 
ment, water, equability and altitude—that, to one 
not familiar with the subject, it is very confusing. 

For our purpose, it will suffice to divide climate 
into two general classes, according to its effect on 
metabolism. In one class the stimuli are mod- 
erate, but little extra demands are made on the 
organism and the general effect of the climate is 
relaxing, sedative; in the other, vital activities are 
stimulated, the processes of metabolism are 
raised to a higher degree and the production of 
heat materially increased. 

Although the rate of heat production may be 
the most satisfactory means of determining meta- 
bolic activity, as Huggard claims, all individuals 
do not respond similarly when subjected to sim- 
ilar climatic conditions, a climate that is relax- 
ing to one being stimulating to the other. Accord- 
ing to him, “those atmospheric conditions are 
most stimulating in which tissue change is at its 
highest. High tissue change is a result, other 
things being equal, not of temperature alone, but 
of all those circumstances that help in removing 
heat from the body.’* His classification is an 
elaboration of this theory. 

For practical purposes, however, what is essen- 
tial is that the individual should be placed in a 
climate where his vital processes are stimulated, 
regardless of theoretic considerations as to eleva- 
tion, temperature and moisture; for the whole 
treatment of tuberculosis depends upon increas- 
ing the vital powers, of stimulating metabolic pro- 
cesses that the resistance of the body may be 
sufficient to overcome the bacillus which it com- 


bats. As Sewall says: “From the viewpoint of 
medical climatology, it would seem that the en- 
vironment capable of producing the highest ma- 
chine efficiency in any definite individual would be 
one in which the physical conditions excite a 
maximal mean metabolism in all the living tis- 
sues, in which every physiologic function of the 
body is stimulated to its full capacity of reaction.” 

The almost immediate improvement which fol- 
lows a change must be ascribed to the change it- 
self and not to any one climatic element. The 
value of a change is recognized not only in tuber- 
culosis, but in health as well; it is known that 
change of scene, with pleasant company and un- 
der enjoyable conditions, may favorably influence 
the vegetative processes through the improved 
psychical state; this taking place, not only when 
more favorable surroundings are sought, but also 
when the patient is sent to a resort which does 
not compare with the one he has left in terms of 
general desirability. 

The first effect of a change of climate must be 
regarded as being due to the psychical element; 
it is not apt to be of any great duration; to secure 
the desired results, therefore the patient should be 
located where the vegetative processes will be stim- 
ulated not only by the psychical condition, through 
the medium of pleasant surroundings and a new 
outlook, but where the more permanent climatic 
factor will play its part of stimulating the physio- 
logical function to an increased degree of reac- 
tion. Making due allowances for the question of 
individuality, it may be said that, for the average 
ease, that variety of climate which most favors 
tissue change is one where the relative humidity 
is low, and which is characterized by cool—or, at 
least, not unpleasantly warm summers—and by 
cold winters. The temperature should not be so 
cold as to prevent the patient from leading the 
outdoor life with comfort, nor so warm as to put a 
check on the appetite and the taking of a proper 
amount of exercise. Cold has a beneficial effect 
on the body, if it be not too severe. The increased 
rate of heat removal demands a much greater 
amount of food to replace this loss; accordingly, 
appetite is promoted and digestion improved, while 
nervous energy and muscular activity are also 


_ stimulated. It must be .remembered, however, 


that if the body does not respond to the greater 
demands made upon it by certain climatic condi- 
tions, the general nutrition will suffer; improve- 
ment will not be possible if the general vitality 
is lowered. Excessive cold, like great heat, dimin- 
ishes the activity of the digestive organs, and 
limits as well nervous and muscular energy. The 
degree of humidity is important in that it inten- 


of 


1 
i 
1 
t 
1 
T 
i 
i 
aq 
b 
— 
ite 
be 
pl 
an 
fit 
— tic 
.& th 
or 
. 
. 


FRAZER: CLIMATE IN PHTHISIOTHERAPY. 317 


sifies the chilling action of cold and the oppressive 
influence of heat, diminishing one’s endurance of 
poth.. The conclusions of Minor, Baldwin, Solly 
and others, are of interest in this connection: 
“On the whole, in pulmonary tuberculosis, low 
relative humidity, with moderately low or low tem- 
peratures, is most generally suitable, and the 
average tuberculous patient always makes his best 
gains in cold, dry weather, where such conditions 
prevail.” 

Beside temperature and humidity, there are 
other atmospheric conditions which have a de- 
cided effect on the organism. Wind is a factor 
of some importance. Moderate winds, at a rate of 
from five to ten miles an hour, have, according to 
Sewall, great hygienic value, by pyrifying the air 
and acting as an agreeable physiological stimulus. 
This writer, in a recent paper, argues that “the 
temperature nerves of the skin are specific nerve 
organs for the appreciation ef the variations of 
temperature and humidity and through which a 
wide range of metabolic actions in the body is 
regulated. It is through the genius of the moving 
air of the open that the temperature nerves find 
their most salutary stimulus and induce metabol- 
isms characteristic of highest machine efficiency 


in the body.” Strong winds, especially when ac- 


companied by high humidity and low temperature, 
have such a power of removing heat from the 
body that they may readily produce physiological 
chill. 

The purity of the atmosphere—its relative free- 
dom from germs—is an integral part of a favora- 
ble climate, while the beneficent effect of the sun- 
light, although its action is but imperfectly un- 
derstood, is universally acknowledged. The out- 
door life and the sun act like a tonic to mind and 
body, “a nipping and an eager air” recalls a ban- 
ished appetite, and vital activities are stimulated 
to such a degree that one might, with Gray, say 
of the patient: 


“The common sun, the air and skies, 
‘ To him are opening Paradise.” 


Equability, once considered a desirable climatic 
item, is today less sought after unless the case 
be an advanced one, or one suffering with com- 
Plications, such as would make diurnal changes of 
any considerable degree a tax rather than a bene- 
fit. In early cases, on the contrary, such varia- 
tions may act as distinct physiological stimuli to 
the body. 

In discussing climate, one is tempted to slight, 
or to leave out altogether, a factor which has 
caused more argumentation, perhaps, than any 


other climatic component. I refer, of course, to 
the subject of altitude. By remaining silent, one 
escapes the accusation of prejudice and self-inter- 
est. This is, however, no way of solving the ques- 
tion, and every factor which shares in the making 
of climate must be studied per se, and the results 
of meteorological observations compared with clin- 
ical deductions in order that we may appreciate 
the relative values of the various fractions which 
enter into the composition of climate. 

Happily, this is being done; necessarily,. how- 
ever, there must exist radical differences of opin- 
ion. For when we contemplate the many individ- 
ualities, the different stages of disease, and other 
variables such as the food and accommodations to 
be had, the presence or absence of physicians, it 
is but: natural that the results attributable to cli- 
mate or to any one element of climate, must, 
with difficulty, be dissociated from those due to 
any of the other factors. It is for these reasons 
that we have such a great variance of opipion on 
the subject of climate, and particularly of that cli- 
matic element, altitude. Thus, Flick does not con- 
sider climate as having any curative action on 
tuberculosis, while to Bullock high altitude is the 
trump card of, phthisiotherapy: “High climates 
unquestionably afford the best single weapon 
against the disease.” Between these extremes 
exist all degrees of opinion, these depending on 
the stage of the disease treated, the temperament 
of the patient, and the experience of the physician 
with a particular climate. The preference of 
some tuberculographers for one type of climate 
need not so readily be ascribed to partiality; it 
is natural for a physician to recommend those con- 
ditions among which he has had good results, and 


_ if the climatologist has been a health seeker him- 


self, as is so often the case, it is not surprising 
that he regards as favorable for the treatment of 


.tuberculosis that climate in which he himself 


made his recovery. 

A sign of improvement to be noted is the fact 
that climates and altitudes are being selected with 
reference to the needs of the individual patient; 
his personality and physical condition are studied, 
and the individual treated, rather than the dis- 
ease. 

The age of the patient is of importance, accord- 
ing to Barlow, in the selection of the altitude. He 
thinks “that as a general rule patients with pul- 
monary tuberculosis developing between the ages 
of 17 and 40 should be sent to a high, dry alti- 
tude. When disease has begun after the age of 
40 years, patients should be kept in lower alti- 
tudes.’” Children, he says, do better at the coast. 
Bullock, in commenting on the effect of high alti- 


4 

f 
\- 
e 
a 
e a 
” 
t- 
it 
1- 
n 
‘0 
ye 
h 
w 
ic 
C- 
of 
re 
rs 
ty 
at 
18) 
a | 
er 
ct : 
er 
le 
er 
di- 
ty 
in- 
nd 
he 
; 


318 


tude treatment, says: “I recognize but three in- 
dications for sending a patient to a lower altitude, 
namely, cyanosis, which is chronic and independ- 
ent of cold, a high grade of emphysema causing 
life in a high altitude to be intolerable, and 
broken compensation in heart lesions. In hope- 
lessly far advanced fever cases the patient will 
always be more comfortable in a low altitude, and 
should never have been sent to a high or distant 
climate in the first place.” It would take up too 
much of our time to review the opinions of the 
different climatotherapists on the value of alti- 
tude. Forster™ has given us—in considerable de- 
tail—the views held by many. His own conclu- 
sion is that altitude—often considered as synony- 
mous with climate—is of distinct value in the 
treatment of tuberculosis, its claim resting on a 
better foundaticn than those of climate alone. 

And it does seem that the restorative powers of 
altitude cannot be entirely mythical, and a region 
which can boast of those atmospheric conditions 
usually regarded as of distinct benefit in tubercu- 
losis—pure air, cool temperature, and low rela- 
tive humidity—must be considered as exerting a 
wholesome influence. Whether or not the effects 
of altitude are dependent upon changes in the 
blood, a rise of blood pressure (as claimed by 
Bullock), a deepening of respiration, or to an in- 
creased heat production, the stimulation of the 
vital-powers, with the increased metabolism which 
this betokens, must be regarded as desirable in 
combating a disease like tuberculosis, in which 
the contest between body and bacillus can be de- 
termined in favor of the former only when the 
powers of the body are keyed up to a sufficient 
degree. The actual elevation, whether low (below 
1,000 feet), medium (between 1,000 and 3,000 feet), 
or high (above the latter figure), must depend on 
the individual; for stimulation may readily pass 
over into undue excitation, and a nervous patient 
may be rendered more nervous, and his condition 
aggravated rather than benefited, if the altitude be 
too high. 

Thus it is evident that there is no ideal climate. 
Excessive dryness implies the presence of dust 
when the wind is stirring, while the presence of 
vegetation connotes a degree of dampness that 
may not be suitable. The air of a city in a climate 
whose salubriety is famed becomes impure ac- 
cording to the density of population and the num- 
ber of factories, while in the country of the same 
region accommodations may be difficult to obtain, 
and medical supervision unsatisfactory. These 
various objections, however, can usually be over- 
come, and we should not have much difficulty in 
selecting a suitable location for the patient, for 
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in this country we have a great variety of climate 
and altitude to choose from, the particular local- 
ity that is selected depending upon many factors, 
such as the age of the patient, his temperament, 
his financial responsibility, the accessibility of the 
resort, etc. It is important, when choosing a lo- 
cation, that its suitability as an all-the-year resort 
be borne in mind, for the invalid seldom has 
either the strength or the money to afford two 
climates, a winter and a summer one. The health 
conditions of the resort should be looked into in 
advance and the presence of a physician who 
understands the management of tuberculosis cases 
must likewise be assured. 

It becomes apparent, therefore, that though 
topography and meteorological conditions are of 
importance, climatotherapy embraces more than 
a mere consideration of these components. For, 
while in the minds of many climatic treatment is 
most closely associated with the first of the thera- 
peutic essentials, air, food and rest, its relation 
to the other two is no less important, and any 
conception of climatotherapy is inadequate which 
does not include the dietetic-hygienic regimen. 
For the most ideal climate is valueless, if the 
proper supervision of the patient be neglected. 
Climatic and hygienic treatment. are often con- 
trasted as if they were fundamentally different, 
whereas climatic treatment should be understood 
as including all -hygienic measures; it is simply 
the regulation of the patient’s life, plus such fac- 
tors as climate can contribute. 

It is this regulation of the patient’s daily life 
which is with difficulty enforced at home. As 
Cornet has said: “The conditions demanded by a 
rational treatment of the disease are rarely satis- 
fied in the home, even in the case of well-to-do 
people.”” If the patient endeavors to keep up 
with those about him, his health is certain to 
suffer; if he seeks the cure to the best of his 
ability, refusing invitations which his strength (ac- 
cording to the views of his friends) would seem 
great enough to warrant him in accepting, he soon 
comes to be looked upon as “hipped on his health” 
and his psychic equilibrium is seriously dis- 
turbed. Or it may be that business obligations 
rather than social duties interfere with the proper 
undertaking of the cure, and the patient who at- 
tempts to keep up with office or shop finds him- 
self in the condition of the king in “Hamlet:” 


“Like a man to double business bound, 
I stand in pause where I shall first begin, 
And both’ neglect.” 


These in themselves may be sufficient reasons 
for a trip; in other cases, however, it may be 
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difficult to decide whether certain disadvantages 
of treatment at home are not preferable to those 
which obtain at the resort. The progress which 
the disease has made, the age of the patient, the 
financial state and the patient himself must all 
be considered. 

The stage of the disease is important, not only 
when comparing the relative values of different 
regions, but in determining whether the patient 
should be sent away at all. It is useless to ex- 
pect improvement in a hopelessly far advanced 
case, no matter how favorable the climatic con- 
ditions might be. Much better it is for such a 
ease to remain at home in the company of his 
family for the few weeks or months that remain 
to him. Yet such is the implicit faith (on the 
part of some) in the ability of climate to restore 
health, that often patients arrive at the resort in 
articulo mortis. When the case is an incipient 
one or but moderately advanced—if the patient 
can secure at the health resort the same advan- 


tages that he would have at home—then the cli- 


matic factor should be added, if possible. This 
brings up the question of the financial condition. 

It is unfortunate that the providing of favorable 
conditions for the patient should be dependent on 
the financial resources of the family, yet in most 
instances it is this item, above all others, which 
will determine whether the individual shall be 
kept at home or sent to a more suitable region. 
It has been said that the very rich and the very 
poor are with difficulty cured of tuberculosis. 
The reasons are plain enough: The rich man 
cannot or will not give up the pleasures to which 


he has become accustomed; not used to denying: 


himself anything, it is often next to impossible 
for him to exercise the power of self-control so 
hecessary to successfully combat tuberculosis. 
The poor man, on the other hand, is unable to 
afford the good food and comfortable quarters 
which are so essential to his recovery. The early 
age at which the disease so commonly makes it- 
self manifest precludes the having of a large 
savings account, while the cost of board and lodg- 
ing, of drugs and of doctors’ bills during a period 
of months or years are so considerable as to make 
impossible any real trial of the advantages of cli- 
mate. Cornet said years ago: “Whenever possible, 
one should advise a sojourn of three or four 
months, one-half year, one year or more, in propor- 
tion to the severity of the condition and the means 
of the patient. If the tuberculosis has progressed 
considerably, it is proper to warn the patient that 
for one to three years he must devote himself to 
the care of his health.” More recently Bullock 
has said: ‘There is no disease in which there is 
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a prospect of recovery in which time is a more 
important element. After years of this work, I 
feel perfectly sure of my ground in stating that 
twelve months is a good average for an incipient 
case.” If, then, the patient cannot afford the same 
degree of comforts which are to be had at home, 
during a sufficiently long period, the best course 
is for hint to remain at home, and to pursue to 
the best of his ability the outdoor cure, with good 
food, and rest and exercise according to the in- 
struction of the physician in attendance. 

The age of the patient has a decided bearing on 
the question. A large number are, of course, 
young people, but the relative maturity of indi- 
viduals at the same age varies greatly. If not yet 
“past the bounds of freakish youth,” that age at 
which dancing, the soda water fountain and the 
moving picture shows are allurements not to be 
resisted, that age 


“When Youth and Pleasure meet 
To chase the glowing hours with flying feet’— 


it may be necessary to consider the advisability of 
sending along with the patient some member of 
the family whose presence shall serve as a check 
to the excess of gaieties. Here again the addi- 
tional expense involved may place climate out of 
the question. It is otherwise with those ‘who 
have “some smack of age, some relish of the 
saltiness of time” about them; they may, as a 
rule, be safely entrusted with their own salvation. 

The mental attitude of the patient towards the 
contemplated change should receive some atten- 
tion. If he be “at war, ’twixt will and will not,” 
it may be wiser for him not to make the change. 
On the other hand, a distinct improvement often 
follows a change of scene; that “humors turn 
with climes” is as true today as when Pope wrote 
it. The absence from the routine and worries of 
business is often a great factor in the amelioration | 
of the physical, and with it, the psychical condi- 
tion; sometimes, however, the breaking of family 
ties may develop neurasthenia, to which residence 
in the worst possible climate is preferable. As 
Edson well says: ‘The sunniest skies smile not 
to the homesick.” Individualization, therefore, is 
the keynote of treatment. 

The following sublimated extract .of this paper 
may serve to define the status of climate in 
phthisiotherapy: 

1. Climate is of value in the treatment of tuber- 
culosis, although it takes rank after the hygienic- 
dietetic regimen. 

2. Generally speaking, a stimulating climate is 
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desirable, and some degree of elevation beneficial 
in the average case. 

3. People react differently to climate, one being 
stimulated, another depressed, by similar climatic 
conditions. 

4. Atmospheric and meteorological conditions 
alone do not constitute climate, and climatother- 
apy must embrace the not less important factors 
of food, accommodations, hygiene and environ- 


ment. 

5. The financial state, the mental attitude of 
the patient, and the stage of the disease must all 
be taken into account before a change of climate 
is advised. 

6. If the patient, in order to obtain the advan- 
tages of climate, is obliged to suffer for want of 
proper food, care, and rest, treatment at home 
will be more satisfactory; if he is able to afford at 
a resort, the comforts and the supervision which 
are so essential, then the added factor of climate 
cannot but prove of distinct value. 
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A FEW SURGICAL COMPLICATIONS IN THE 
ABDOMEN DURING TYPHOID FEVER.* 


By Charles M. Remsen, M.D., 
Atlanta, Georgia. 


Since Petit and Serres, in 1811, and Bretonneau, 
in 1820, first clearly established the relationship 
between its intestinal lesions and the disease, 
typhoid fever has constantly grown in importance, 
not only to the physician, but to the surgeon as 
well, and as the studies of this affection have re- 
vealed the more clearly its complications and 
sequelae, there has imperceptibly resolved itself 
into a definite group, a series which may be recog- 
nized as comprising the “Surgical Complications: 
of Typhoid Fever.”’ Merely to list some of these— 
noma, gangrene from thrombosis, parotitis, the 
bone lesions, mastitis, laryngeal ulcerations, ab- 
scess of the liver, thyroiditis, perichondritis, mus- 
cular abscesses, perforations of the hollow vis- 
cera—will indicate the necessity of selective action 
if only brief discussion be indulged in in this 
paper. 

I have chosen a trio, the importance of which 
I observed first when Resident Surgeon of the 
Johns Hopkins Hospital. Perforations of the 
ileum, typhoid appendicitis, and cholecystitis—no- 
table for their frequency but more notable from 
their ability to swell the mortality list of typhoid 
by a large number of deaths, avoidable, not only 
by curative measures upon the immediate cause 


; of death, but also by preventative measures which 


prohibit entirely the appearance of these condi- 
tions. 

A glance at typhoid cases on the autopsy table 
will often very forcibly present to us the greatest 
drawback to the elimination of these preventable 
deaths—inability to diagnose the presence of the 
fatal complication. To be able to reason in our 
diagnosis we must go back a step. Without definite 
knowledge of the pathology we cannot reason. We 
must be able to see in our mind’s eye the basis of 
our complications. 

What occurs from the inception of the disease? 
Briefly, the typhoid bacilli, after becoming active 
in the intestine, multiply rapidly during the in- 
cubation period, and choose, as their seat of action 
and point of entry, the lymphoid follicles, either 
solitary or conglomerate, found particularly in the 
lower ileum. We must ignore here the unusual 
types in which the intestinal follicles are seem- 


*Read at the Sixth Annual Session of the South- 
ern Medical Association, Jacksonville, Fla., Nov. 
12-14, 1912. 
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ingly intact, and deal with the typical only. We 
must follow the changes in one of these follicles, 
keeping in mind that from the base to the serous 
coat and peritoneal cavity is but a fraction of a 
centimetre. For the time being we must consider 
the disease purely from a surgical standpoint, as 
an ulcerative condition of the intestinal wall, 
which will, with extension of the process to, and 
the destruction of, the serous coat, mean peri- 
tonitis and death. 

What is the nature of the local process? During 
the first ten days of the pyrexial period the folli- 
cles are swollen, congested and reddened. Micro- 
scopically, the picture of acute inflammation ex- 
ists and the bacilli are found lodged even in the 
muscular coats underlying the base of the folli- 
cles. Towards the end of the second week necro- 
sis sets in, brought on both by the direct action 
of the bacilli and by the anaemia due to the 
blocking of the small nutrient blood vessels. As 
the sloughs are cast off ulcers are formed. The 
underlying connective tissue between the muscular 


coats and the subserous tissue, is inflamed, and. 


intestinal peritoneum over the indurated patches 
is reddened, congested and lustreless. As we pass 
into.the third week the ulcerative process involves 
the small blood vessels. The result is hemorrhage 
from the bowels. The muscular coats, the sub- 
serous coat, and finally the delicate peritoneal 
veil are attacked and destroyed, and intestinal 
contents escape into the free peritoneal cavity. 
Do the pathological conditions differ in the ap- 
pendix? At first sight, No. Large numbers of 
lymph follicles exist in this organ. The bacilli 
are active here and the same conditions should ex- 


ist. Wherein lies the difference? In many, or 


fost, incidences conditions are similar. Conges- 
tion, necrosis, ulceration, and perforation occur 
in the same manner. In a much smaller number 
we may be confronted with the closure of the 
whole or a portion of the appendicular canai by 
the involvment and swelling of one of the sub- 
mucous follicles which may act as a plug. The 
result is an isolated closed section of appendix 
with no escape for the retained secretions. This 
rapidly forms a perfect culture media for the 
various bacteria and the typical pathological and 
Clinical picture of acute appendicitis exists, only 
indirectly due to a typhoid lesion. 

Finally, typhoid bacilli seem to have a predilec- 
tion for the gall bladder. Whether by lymphatics 
or blood vessels, by ascending infection through 
the ducts, or by way of the portal system and 
liver, the bacillary invasion, either typhoid, or 
colon, or streptococcus, or others, is frequent, and 
we have to deal with the simple catarrhal inflam- 


mation, the suppurative and the ulcero-perfora- 
tive cholecystitis. We must mention but not dis- 
cuss the complications—cholangitis, hepatic ab- 
scess, perforation of the ducts, inflammation of 
the portal vein, and later, following the theory 
of Lartigan, biliary calculi. With the simple in- 
flammation comes the inflammatory occlusion of 
the cystic duct, the isolation of the gall bladder, 
the activity of the bacilli in the stagnant fluid, 
the distention and weakening of the walls, the 
necrosis, due to pressure or to infective processes 
or to circulatory disturbances, and finally, the 
perforation and the flooding of the peritoneal cav- 
ity with infected bile. 

Unfortunately we must delve momentarily into 
statistics. According to Osler, 6 per cent of the 
2,000 deaths in the Munich epidemic were due to 
perforation. Strumpfell increases the percentage. 
to 9 in his Leipsic Clinic. In 13,000 deaths in the 
French and German hospitals, collected by Dieule- 
foy, 10 per cent died of perforation, while Mur- 
chison, in something less than 1,000 cases dying 
in the English hospitals, sighificantly shows that 
19 per cent (nearly 1 out of 5) died of intestinal 
perforation. 

We may judge the frequency of perforative 
typhoid appendicitis by its comparison with ‘intes- 
tinal perforations. Fitz shows about 3 per cent 
of perforations to be located in the appendix. 
Osler, over 17 per cent in his Johns Hopkins hos- 
pital series. Rolleston, about 3 per cent, and 
Nacke, about 11 per cent. ‘The incidence of non- 
perforative appendicitis is more difficult to enu- 
merate. The signs may be mild enough to resem- 
ble the signs over an ulcerated ileum. It is often 
difficult to differentiate. Of four typhoid ap- 
pendices which I have had occasion to remove, 
three were acutely inflamed, red, angry and ede- 
matous, while one was perforated. With these 
facts as our basis we cannot ignore this condition. 

The incidence of cholecystitis is comparatively 
frequent. Often it is unrecognized. The sup- 
purative and perforative cases are of great inter- 
est to us—the simpler inflammations only in that 
they may lead to the more severe types. Only 
occasionally does cholecystitis end in perforation, 
but two cases upon which I have operated in the 
last eighteen months, showing acutely perforated 
gall bladders with peritoneal cavities steeped in in- 
fected bile, have impressed forcibly upon me the 
necessity of guarding our prognosis carefully in 
any given case of cholecystitis, Of a series of 
115 cases collected by Camac, 25, or 18 per cent, 
had perforated, but it must not be understood 
that the percentage of perforation is so great in 
anything but a selected series of cases. 
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What do we gain from these statistics? Broad- 
ly speaking, the knowledge that these complica- 
tions may occur in almost any case under obser- 
vation, and that in every small number of cases 
dying during the course of typhoid, one death 
has been directly due, not to the fever'’s toxaemia, 
but to one of these three surgical conditions, fre- 
quently unrecognized, but more frequently un- 
aided by surgical intervention. 

What may we do to prevent these deaths? How 
may we recognize: their appearance during the 
course of the fever and early enough to avoid the 
fatal issue? When we realize that in flooding the 
peritoneal cavity with intestinal contents or in- 
fected bile lies the predominating danger, we can 
draw by inference the conclusion that action must 
be either preventative or curative, and, if the 
latter, it must be immediate. A question of min- 
utes is essential. What are the most ideal condi- 
tions under which we may work? Co-operation 
and a thorough comprehension of the possibility 
and frequency of these complications, a close ac- 
quaintance with the normal typhoid abdomen, and 
a very early recognition of the slightest varia- 
tion from normal in the abdominal signs, on the 
physician's side; on the surgeon’s side, a familiar- 
ity with the normal typhoid abdomen, and an 
ability to “sense” the earliest signs of these com- 
plications, especially when blurred by the 
toxaemia of the disease itself. 

What, then, is the limit possible for local ana 
general signs and symptoms in typhoid referable 
to the disease itself free from complications? We 
must view the picture in the third or fourth week. 
Subjectively, there may be some slight abdominal 
pain. Objectively, abdominal distention to various 
degrees, slightly diminished respiratory move- 
ments in the lower abdomen, abdominal tender- 
ness, slight but accentuated in the R. I. F., slight 
stiffening of the lower right rectus, slight diminu- 
tion of the liver dullness, a pulse of 120, a tem- 
perature of 104 degrees, and a leucopenia—signs 
and symptoms, with the exception of the leugo- 
penia, similar to those recognized as indicating 
a mild peritoneal inflammation in the R. I. F. 

It is not easy to discern the difficulties with 
which we are confronted since we are bearing in 
mind that the earliest symptoms of perforation 
are due to the localized peritonitis usually situated 
in the R,I. F. also. Where do our points of differ- 
entiation lie? We must consider every factor. 
The diagnosis may not only be helped by the 
lesser aids to diagnosis, but may have to be wholly 
based upon these. 

Firstly, we must remember that a good per- 
centage (Goldschamm, 25 per cent; Murchison, 17 


per cent) of perforations are preceded by hemor- 
rhage, and the appearance of this symptom must 
at least hint at the severity of the ulcerative pro- 
cess. Again, marked meteorism must be classed 
as an inciting factor, and may lead to the split- 
ting of the weakened coats. What must suggest 
the actual onset of the peritonitis? Again we 


» must argue from our pathology. A big rent, the 


escape of a large quantity of intestinal contents 
into the peritoneal cavity, and a sudden, violent 
onset of the periioneal symptoms must super- 
vene. A pin-hole perforation—and the symptoms 
must be tempered. In both, the sudden onset 
of ‘abdominal pain, located most frequently in the 
R. I. F., often severe enough to cause the patient 
to cry out, is enough to cause us to focus every 
known diagnostic aid upon this patient until the 
diagnosis is established or refuted. 

Consider our patient responsive. We must 
watch carefully for a diminution in the respiratory 
movements of the abdomen and an increasing 
stiffness of the right rectus. Increasing tender- 
ness in the R. I. F., diminishing liver dullness and 
increasing distention must be looked for. The 
temperature must be closely watched. Often a 
sudden drop will mean perforation, especially if 
the hypothermia persists. The drop in hemor- 
rhage is more transient, usually lasting a few 
hours. The leucocytes must be counted frequent- 
ly and the pulse carefully noted. Vomiting, hic- 
cough, nausea—any of these may be strongly sug- 


: gestive. Systematic comparison must be indulged 


in to its fullest degree. Hence we are impressed 
with the vital value ‘of the daily routine exami- 
nation of the abdomen, especially during the third 
and fourth week of the disease, so that when 
danger is once signalled we may appreciate ex- 
actly what difference there is in each and every 
symptom and sign with which we have been deal- 
ing. 

Suppose our patient to be irresponsive and irra- 
tional and the leakage slight. Not only have.we 
eliminated the most clear-cut warning signal— 
the sudden pain at onset—but all of the signs and 
symptoms will be clouded by the toxic haze 
Meteorism may be present before the perfora- 
tion. So may a diminished liver dullness. The 
pulse may have been rapid and the temperature 
variable. None of the signs after the perforation 
occurs may be definite. The lowered resistance 
may not permit the leucocytes to rise. The pulse 
and temperature may not change materially. Or 
the temperature may drop suddenly or rise sud- 
denly. It must not be depended upon alone. We 
cannot wait for dulling in the flanks. If it indi- 
cates abdominal fluid it will be too late, as a rule. 
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Frequently it does not indicate fluid in the peri- 
toneal cavity at all. Increased response on very 
deep pressure in the R. I. F. may be our only hint 
in an otherwise irresponsive patient. We must 
practice elimination. Has the patient voided? 
Or, is the tenderness due to abscess of the ab- 
dominal wall? Examine carefully for increased 
rigidity in the low right rectus. Compare with the 
left rectus. Have the respiratory movements di- 
minished anywhere? Is there any suggestion of 
hiccough or vomiting? Or, again, our signal may 
be diminishing liver dullness and increasing ten- 
derness per rectum and a rising leucocytosis. We 
must miss nothing. Every combination of symp- 
toms and signs of peritonitis seems possible and 
almost any positive sign may be absent. We 
must compare our local and general findings with 
those of yesterday. What changes are there? 
What influence has the toxaemia on the general 
features and how much does it blanket the local 
findings? Even the patient’s hand continually seek- 
ing the R. I. F. and a persistent flexing of the 
thigh may influence our decision strongly. Until 


we are certain perforation does NOT exist no’ 


hour should pass without a thorough examination. 
‘A few hours may decide for action. A few hours 
more may make action futile. 

Upon what sign can we depend in arriving at 
our conclusion? Locally, we must look for in- 
creasing tenderness. Secondly, and especially if 
the patient be irresponsive, a tightening of the 
lower rectus. Pain and its location in the R. I. F. 
if complained of. Upon these three we may have 
to depend. Next, diminution of the liver dullness. 
Then, diminishing respiratory movements and 


meteorism. Rectal tenderness must not be ig-- 
nored, and dullness in the R. I. F. may perhaps | 


aid us at a somewhat later period. We must fol- 
low the general symptoms along with our local 
conditions. What has the temperature done? A 
quick drop is very suggestive, if we bear in mind 
its possibility in hemorrhage alone. Perhaps the 
temperature may show no preliminary drop, but 
rise immediately. The pulse will often go up, and 
this may be viewed with suspicion. The leucocytes 
may be of great aid. They must be counted fre- 
quently—as often as every hour in doubtful cases. 
A steady rise is extremely suggestive when taken 
in connection with other symptoms of a local 
Nature. Vomiting, hiccough and nausea are of 
value. It must be borne in mind that these symp- 
toms, however, may be an accompaniment of 
the fever itself or may possibly be due to an 
ulcerated condition of the gastric mucosa. 

Upon any and all signs we must lay stress, and 
when we have weighed each sign carefully, both 
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absolutely and comparatively, and have just as 
carefully reckoned upon the blurring of all these 
symptoms by the toxaemia of the fever itself, we 
must be able to remove every doubt in our minds 
as to the possibility of perforation before delay- 
ing operation for more certain signs, or else we 
must be reconciled to the fact that we may be 
signing the patient's death warrant. We must 
re familiar with the typhoid abdomen in order 
that we need not wait for the Hippocratic facies 
before making the diagnosis. We must realize 
that some of our most sought for signs may fail 
us, and we must keep in mind that an early 
diagnosis is the one which will lead to the pre- 
serving of the patient. 

Where the typhoid lesions are responsible for 
the appendicitis directly we can expect no differen- 
tiating points from low ileal perforation. Per- 
haps somewhat more tenderness before the per- 
foration might be expected. In the other type in 
which the typhoid lesion is only indirectly causing 
the appendicitis, we will see a more active ciinical 
demonstration, and all signs, especially the pain, 
tenderness and fever, will be exaggerated. This 
may closely resemble actual perforation at the 
onset of the attack, but the absence of tempera- 
ture drop is according to some authorities a very 
important diagnostic point in favor of appendicitis. 

The difficulties here are not so much as re- 
gards the indications for operation as they are 
for the differentiating of the milder typhoid ap- 
pendicitis from a perforation with mild symp- 
toms, or the more severe true appendicitis from 
the perforations with severe symptoms. With 
these signs we must operate and not infrequently 
our finer diagnosis will not be made until the 
abdomen is opened. Once perforated, the signs 
will be similar in all and resemble the signs al- 
ready described for ileal perforation. 

Fewer difficulties confront us with an inflam- 
matory condition in the gall-bladder. The typhoid 
abdomen is clear in this region and slight involve- 
ment of the gall-bladder may be fairly easily 
recognized. Tenderness, pain, a mass, and muscle 
rigidity—all or some’ of these may make the diag- 
nosis for us. Mass, only, was present in the one 
case I have operated in the course of the disease. 
Leucocytosis keeps accompaniment with the in- 
flammation and jaundice in some cases may be 
present. Mild degrees are frequent; perforation 
only occasional. We cannot always separate the 
symptoms of cholangitis from gall bladder infec- 
tion—the chill, intermittent fever, prostration, and 


’ jaundice. Nor must we forget that perforation 


may evidence itself, as in both cases that I oper- 
ated, by sudden abdominal pain, not in the gall 
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bladder region, but elsewhere, and quickly local- 
izing in the R. I. F. In toxic patients we meet 
with the difficulties with which we have been con- 
fronted in the other complications, but it is safe 
to say that since our symptoms are more pro- 
nounced with this complication, the result will be 
that the difficulties met with are, comparatively 
speaking, greatly diminished. 

We must see what the results of these compli- 
cations are during their course with no operative 
interference. Ileal perforations are nearly always 
fatal. A few cases have shown limiting adhe- 
sions or sealed perforations, but it is fair to state 
that to all intents and purposes every ileal per- 
foration is fatal. The utter lack of adhesions 
found in cases at operation is borne out by the 
rarity with which walling off of the inflammatory 
products is found at autopsy in perforative cases. 

Appendicitis is less dangerous. It may subside. 
But there is a large percentage of perforations 
located in the appendix. We cannot say in any 


given cases but that there are grave dangers if 


this process is allowed to proceed. 

Finally cholecystitis is the least harmful of 
these complications. Yet we must not ignore the 
effect of the frequently accompanying cholangitis 
with its complications on a patient with an almost 
crucial typhoid toxaemia. Again, perforations as- 
sociated with the flooding of the peritoneal cavity 
may bring the patient to a quick ending. Often 
the inflammatory condition, however, will subside 
under little or no treatment, and this must be 
borne in mind should one be called upon to decide 
for or against in this class of cases. 

Statistics must be resorted to briefly. Bagley 
collected 209 cases of intestinal perforation, of 
which 42 per cent (nearly half) were saved by 
operation. It is perhaps fairer to take the sta- 


‘ tistics of one man. Woolsey with twenty-one cases 


saved 33 per cent, while Hays, with twenty-eight 
cases, saved 32 per cent. Other authors report 
very much smaller statistics series consisting of 
two or three cases or more, and their percentage 
of cure is of less value. Of my own cases 40 per 
cent were saved. Statistics in the appendix cases 
are more unreliable. Of the four cases upon which 
I operated, three lived, but it is a fair question 
whether*removing an appendix before it is per- 
forated is “saving” a patient. Would the process 
80 on to perforation? This is impossible to answer, 
except in definite cases. One of mine was per- 
forated and two others were, conservatively speak- 
ing, in a dangerous state. Considering the fre- 
quency with which perforations are found in this 
organ after death, it is fair to assume that the 
danger of not removing an acutely inflamed ap- 
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_pendix is more than imaginary. Cholecystitis is at 


least dangerous untreated. Statistics upon the op- 
erated cases are meagre, as this is a rare pro- 
cedure.. In one case I found a large distended gall 
bladder and drained this. The patient did excel- 
lently. By this process we eliminate the possibil- 
ity of perforation and give free drainage to the 
bladder and ducts. This must especially be kept 
in mind in the cases of distended gall bladders 
with toxic symptoms. In the average case, how- 
ever, operation should not be performed until. all 
possible chances for the subsidence of this condi- 
tion have been allowed. Once perforation has oc- 
curred the dangers to the patient increase one 
hundred fold. Operation must be immediate. 
There are a few factors which must be men- 
tioned but not discussed here. Principal among 
these is.the importance of diminishing the inter- 
val elapsing between the first danger signal and 
the definite diagnosis, and that between the diag- 
nosis and the operation. The smaller these inter- 
vals the higher.the percentage of those saved by 
operation will be. Even one hour may turn the 
balance. Again, what is the effect of opening a 
typhoid abdomen with negative findings? If done 
speedily and with just as little handling of the 
intestines as is necessary and with the proper 
anesthetic, which seems to me to be definitely 
gas and oxygen, there is little derogatory influence 
on the course of the disease. No new surgical 
principles are involved, but one peculiar ‘condition 
is met with. There seems to be a definite and 
notable absence of the usual tendency towards 
the formation of adhesions. Hence our closures 
must be firm. Personally through and through 
silver wire sutures have proven most satisfactory. 
In conclusion, in a resume as brief as this it has 
been necessary to ignore everything but the 
typical and many phases have been left untouched. 
If we may put typhoid on a true pathological and 
surgical basis and view it from this standpoint 
and look upon it as a “potential abdominal calam- 
ity,” and if we may familiarize ourselves with the 
signs and symptoms of the normal typhoid adbo- 
men and of each separate case, and if we realize 
with speedy operation under proper conditions that 
there need be little fear for the safety of our 
patient, and if we make as our criterion for opera- 
tion the absence of a certainty that perforation 
does not exist rather than a certainty that it does 
exist, and finally, if we realize the fatal issue that 
is involved in delay, it is not possibe, but certain, 
that the many cases of typhoid dying from perfora- 
tion entirely unrecognized will be reduced to a 
minimum and the cases of recognized perforation 
will enter more and more into their true surgical 


. 
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sphere and be eliminated from the known causes 
of death in typhoid fever. 


“Series of Abdominal Complications of Typh 
oid Fever Operated by the Author Within the Last 
Two Years.” 


DISCUSSION. 


Dr. J. Hugh Carter, Memphis, Tenn.—To my 
mind, this is one of the most important subjects 
that has been under discussion here today, and 
it is in these cases that we have so many com 
plications. As the doctor confined his paper te 
the abdomen, I will not go outside. 

The most frequent complication in typhoid fever, 
in my experience, has been the gall bladder. With 
that I have had a little experience in the last year. 
One, an acute case of appendicitis with rupture. 
Diagnosis was made and we operated upon the 
patient in three hours after the symptoms came 
on. This patient had had a mild attack of ty- 
phoid fever, apparently, and was about well. Tem- 
perature about 100, and normal in the morning. 
The complication occurred about the twenty-fourth 
day of the disease. Operated upon the patient, 
made drainaage, and patient had a very nice re- 
covery. 

The other, a case of empyemia, following ty- 
phoid fever. The patient had been up a few days 
and free of fever about ten days. Was taken with 
chills and pains in that region, and diagnosis was 
made and patient operated upon and drainage 
made, and it was a stone. This case was reported 
to the Tri-State Medical Association a few years 
ago. 

Another case: The doctor said, “I have a case 
of gall-bladder trouble or empyemia.” Made in- 
cision and found gall bladder ruptured, following 
a violent attack of typhoid fever. 

So it behooves us to be careful and watch our 
patient and bear in mind that these things may 
happen at any moment, and we should examine 
each day the abdomen of the patient. Of course 
if the patient has no distention and very little 
tenderness, it is hard to make a correct diagnosis. 

I believe this is one of the most important sub- 
jects we will have before this section. I am glad 
to have heard the paper. I thank you. 

Dr. F. Webb Griffith, Asheville, N. C.—I enjoyed 
Dr. Remsen’s paper, and I wish he would give us 
the rest of it. 

Paradoxical as it may seem, I think that those 
who go in too frequently and often unnecessarily, 
will get the best results. If you wait until the 
indications are perfectly ‘clear, it will, in many 
cases, be too late to do good. 

Go in quickly and get out quickly. . Have every- 
thing ready and don’t let it be over thirty seconds 
after the patient is asleep before the incision is 
made. On the other hand, we must not sacrifice 
thoroughness for speed. Usually there is only 
one perforation, but if we simply close that per- 
foration and get out, we may overlook another 
area close hy which is almost ready to perforate, 
and which a few seconds would suffice to close 
over. Usually the perforation is in the ileum, 
but if it is not found there a systematic search 
of the whole lower bowel should be made. I 


recall one operaton where the operator was un- 
able to find the perforation for a long time, and 
finally located it in the sigmoid, showing the 
necessity of examining the large bowel. 

When, instead of a perforation, an acute typhoid 
appendicitis is found, the operation is just as 
necessary. 

Dr. James B. Parramore, Jacksonville, Fla.—I 
think especial attention should be called to the 
importance of a leucocyte count as an aid in the 
diagnosis of typhoid fever, and to determine 
whether typhoid perforation has or has not oc- 
curred. As soon as the symptoms of typhoid per- 
foration have occurred, I think that a leucocyte 
count should be made, and then every hour, as 
the doctor brought out. But I think too few of 
us follow that rule, and lots of times if that rule 
was followed the patients would have the benefit 
of the doubt and be operated on sooner. Lots 
of times we put off the operation until symptoms 
or signs are more marked, and then there has been 
a great deal of valuable time lost. I think from 
the cases I have seen in the hospitals where they 


made leucocyte counts, better results were ob-. 


tained. 

Dr. Joseph Graham, Durham, N. C.—I think, Mr. 
Chairman, it is a great pity that this paper should 
not have been read before the medical side of our 
Association. That is where it is really needed. 
Having lived in Philadelphia where typhoid fever 
was frequently prevalent, I have seen in the 
hands of the profession of Philadelphia many of 
these cases of typhoid perforation, typhoid appen- 
dix and typhoid cholecystitis. 

I should say that I saw many more cases of 
typhoid cholecystitis than of appendicitis, and 
more cases of typhoid appendicitis than of ty- 
phoid perforation. 

The greatest difficulty I saw was in the diagnosis 
of typhoid cholecystitis. Medical men are inclined 


-to look upon that as a relapse of the typhoid 


fever, and I have really seen more confusion and 
more cases confused in which the case was ty- 
phoid cholecystitis than of perforation. 

One point in regard to the prognosis. Where so 
much emphasis was made by Price, of Philadel- 
phia, that in typhoid cholecystitis, the gall-bladder 
was much more liable to perforation than in any 
other type of inflammation of the gall-bladder. I 
have had a few cases of typhoid cholecystitis. Sim- 
ple drainage was made, which relieved the situa- 
tion and the patient recovered. I have seen a few 
eases of typhoid appendix. I have seen no case 
that I operated upon for supposed appendicitis 
that later had typhoid that did not get well, in 
which the appendix symptoms came in the be 
ginning of the typhoid fever. I have seen a few 
cases of cholecystitis develop in the early part 
of the tvphoid. They usually develop in the latter 
part. If I had a patient that had typhaqjd fever, 
that had severe pain in the belly that required 
two doses of morphine to relieve it, I would go 
in and see what the trouble was, regardless of the 
leucocyte count. : 

I wish to call special attention to one method 
of dealing with typhoid perforation. I have had 
experience in two cases in which I converted ty- 
phoid perforations into enterostomies instead of 
closing it, put a drainage tube through the per- 
foration and sutured it to the abdominal wall. We 
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attached some importance to it, for this reason: 
It drains the toxic material and relieves the ten- 
sion in that bowel, so that you cannot have the 
danger of secondary perforations which sometimes 
occur. 


Dr. Remsen closes.—In regard to Dr. Graham’s 
remarks, I have seen two cases in which the per- 
forations were utilized as enterostomies and the 
results: were excellent. The reason for suturing, 
however, in cases where this procedure is possi- 
ble, is that the intestine will be intact and the 
wound clean, whereas in the event of any enter- 
ostomy there must be a complementary operation 
to close this opening, and there is immediate dan- 
ger of soiling the wound enough to cause this to 
give way. 


As to the value of leucocytosis, I think we can- 
not depend too much on this in the majority of 
cases, as there is great likelihood of the existence 


‘of a resistance so lowered, that the leucocyte 


count will be of no assistance whatever. It must 
be looked on as a fairly important aid, but not as 
a certain accompaniment by any means of all 
perforations. 


I have had somewhat the same experience in 
regard to operating on a case for appendicitis and 


finding the signs of typhoid infection as indicated 


by the glandular and -intestinal involvement pe- 
culiar to this disease. 


I think the question of searching the whole 
intestinal tract, as suggested by Dr. Griffith, a 
very important one. However, if we find a per- 
foration in the ileum and are able to suture this, 
and if we are able to view the nearby loops, I 
think that it would be inadvisable to search 
throughout the whole tract in the presence of the 
infection, thus standing a chance of spreading the 
infection throughout the peritoneal cavity 

The case referred to showed gas and infected 
fluid on opening the peritoneal cavity. We 


searched the ileum from top to bottom and could. 


find no perforation, but on continuing the search 
through to the large intestine a perforation was 
finally found in the descending colon. This shows 
the importance of continuing the search (of 
course taking into account the general condition 
of the patient) when we find no perforation in 
the small bowel. 

Concering the condition referred to by the doc- 
tor, we must resort to pulling the loop up into the 
wound and isolating it by means of drainage. Re- 
section is too severe for a patient in poor general 
condition, but by the method of isolation we are 
protecting our patient from any dangers if the 
bowel subsequently perforates in the isolated sec- 
tion, as the intestinal contents will be discharged 
through the wound. 

Question: What do you mean by isolation of 
a loop? 

Dr. Remsen: Merely lifting the loop up between 
the borders of the wound away from its natural 
position and surrounding it by drains so that 
should another perforation occur the intestinal con- 
tents would drain out onto the skin rather than 
into the peritoneal cavity. The loop is not out 
upon the abdominal wall, but merely between the 
wound edges. 


THE SURGICAL IMPORTANCE OF THE 
BREAST.* 


By E. Denegre Martin, M.D., 
New Orleans, La. 


Few will deny that in this day of rapid develop- 
ment, with a tendency to give way to the new 
and forsake the old, much of the good—nay, of 
the best—is overlcoked or forgotten. In the eager 
desire to keep pace with the times, for fear of 
lagging behind the procession and being labeled 
antique, much energy is exerted in the wrong 
direction and ofttimes to the misfortune of the 
patient. Some surgeon conceives a new idea, 
either from his own mind or from that of another, 
and for fear that the same suggestion might 
emanate. from another source, it is prematurely 
given to the profession so elaborately described 
as to technic, that the essential point, the end 
result, is forgotten, and should such a suggestion 
originate with a man of known surgical ability, 
the next few months will record hundreds of cases 
operated upon, even before the author himself 
has discovered that the new procedure is a mis- 
take. In consideration of these facts I feel justi- 
fied in trespassing upon your time for the few 
moments allotted me, and if I can impress one 
Physician sufficiently to save one poor woman 
from the sufferings associated with cancer of the 
breast, a disease in many instances preventable, 
I have no apology to offer. 

If one-tenth of the time and labor expended in 
the elaborate operations devised for the cure of 
cancer had been devoted to its prevention, more 
women would be alive today to sing our praises. 
I have often been remined of an incident which 
occurred when I was a boy. We had a neighbor- 
ing farmer who had been greatly annoyed by a 
pig, and he’ had been put to considerable trouble 
in building hog-proof fences to save his garden 
and field. He came to my father one day, com- 
plaining bitterly of his misfortune and the amount 
of time and energy he had expended in trying 
to save his crop, and wanted my father to tell 
him some way out of the trouble. He was ad- 
vised to find the pig and kill it, which he did. 
After several years experience in trying to cure 
cancer of the breast by the most extensive opera- 
tions devised by surgical skill, I began hunting 
for and killing the pig; and let me assure you 
that in thirty-two cases, where I found and re- 
moved neoplasms, the patients are still alive, 


*Read at the Sixth Annual Meeting of the 
Southern Medical Association at Jacksonville, Fla., 
November 12-14, 1912. 
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some operated upon as far back as 1895. A few: 


of these I am confident would not be here today 
if I had not discovered and removed the growths 
while still benign. It is more important that we 
prevent disease than attempt to cure it. The 
physician who is satisfied with a superficial exam- 
ination of his patient is lacking in his duty. The 
time has come when a most thorough examination 
should be made and it is astonishing how often 
one is rewarded for his pains. 

There is another important duty which devolves 
upon us, and that is the instruction of patients 
as to the care of the breasts. The expectant 
mother or nursing woman should be taught how 
to care for the nipples, for infection through a 
fissured nipple will not only lead to abscess and 
sometimes complete destruction of the gland, but 
will leave scars to light up at some future time 
into inoperable carcinomata. For the protection 
and preparation of the nipple for the nursing in- 
fant I have found nothing better than a suggestion 
taken from a note in a journal many years ago. 
The nipple is macerated with lanolin, rubbed in 
with the thumb and fingers at bed time and re- 
moved with warm water, soap and a very soft 
toothbrush the next morning. The nipples are a 
little sensitive at first, but soon become tolerant 
and in the course of a few weeks are soft and 
tough. This treatment should be instituted at 
least six weeks before confinement. I not only 
used it myself for years when doing an obstetrical 
practice, but have had others use it with excellent 
results; in fact I can recall but one fissured 
nipple after using this method as a routine prac- 
tice. 

Fissured nipples are always painful and should 
be regarded as a possible seat of infection. They 
should be kept thoroughly cleansed by bathing 
them, especially after nursing, with a boric or 
sterile solution, and covered with a mild antisep- 
tic ointment. Balsam Peru I have found an ex- 
cellent dressing. A shield should always be used. 

Of equal importance is prevention of caking of 
the breast, for here, too, an operation may be 
necessary, and any trauma to this gland is al- 
ways a seat of danger in the future. In these 
conditions when the breasts are swollen and pain- 
ful and even when an abscess seems inevitable, I 
have frequently been able to relieve the pain 
and swelling and in many cases abort an abscess 
by using .a preparation containing one part of 
tincture of opium, two parts aqua ammonia, and 
five parts of camphor. This is rubbed gently over 
the inflamed surface and rarely fails to give 
relief. The practice of puncturing abscesses 
should always be condemned. If an abscess of any 


size is to be drained, a free incision should be 
made at the base of the gland and drained with 
gauze. If patients are subjected to more than 
one operation they will rebel. Neoplasms, or even 
large, benign tumors, can be removed as sug-. 
gested by Collins by making a curved incision. 
under the breast, following the line in the skin, 
lift the breast and remove the tumor; when re- 
placed there is no scar to disfigure the breast or 
to come in contact with the clothing. I have in 
this way removed tumors ranging in size from a 
marble to that of an orange. I firmly believe that 
trauma plays an important role in cancer; this 
in my experience is borne out by the number 
occurring in negro women, who seldom protect 
their breasts with corsets while working. Con- 


stant friction against a neoplasm, or an old scar, . 


I believe a menace. é 

Many women will submit more readily to a 
pelvic examination than to examination of the 
breast; this is due to the educational work of the. 
gynaecologist, who in his thirst for new achieve- 
ments has left no stone unturned; unfortunately 
his field has been too limited. Cases have been 
reported where gynecological operations have 
been done on women with advanced carcinoma of 
the breast without the knowledge of the opera- 
tor; there should be no excuse for this. If the 
gynecologist feels that this is beyond his domain, 
he should at least, for his patient’s sake, extend 
his field of inspection. 

I am certain that such an oversight has never 


“occurred to any surgeon here today, but I am 


one of those who believe that what has happened 
in the past is liable to be repeated in the future. 
Do not misunderstand me to say, however, that 
when you Have examined a woman’s breast and 
found a tumor, you have done your full duty. A 
further examination of the abdominal viscera may 
reveal another growth of the same character, pos- 
sibly carcinoma of the uterus, contra-indicating 
operation upon the breast. I use the word contra- 
indicate advisedly. With the introduction of the 
Wertheim operation for cancer of the uterus, no 
case would seem too far advanced for surgical in- 
terference. My experience leads me to think 
otherwise. I have long since reached the conclu- 
sion that when a Halstead operation seems indi- 
cated, no operation should be performed, and I 
am fast coming to the same conclusion about the 
Wertheim. Have you ever stopped to consider 
the anatomy of the breast, its five layers of 
lymphatics, both superficial and deep, communi- 
cating either directly or indirectly with the entire 
lymphatic system of the body? If you have. you 
can readily realize the hopeless efforts at any 
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attempt to check the inroads of cancer if once it 
has broken through the bounds of safety. 

In my experience of more.than one hundred 
and fifty cases of carcinoma of the breast upon 
which I have operated, three-fourths being upon 
colored women, the latter already malignant when 
operated upon, I am not able today to point out 
more than four of these who have lived over a 
period of more than six years (to keep track of 
them is an impossibility); and only twelve whites; 
here the percentage is larger because they were 
seen earlier. Every week we turn away from 
our clinics cases too far advanced for even tem- 
porary relief. What is the lesson to be learned 
from this? 

The lesson, gentlemen, I am trying now and 
hope to succeed in impressing upon you, is that 
the female breast has. an important place in sur- 
gery and should be treated with more considera- 
tion, not only on account of its occasional useful- 
ness, but as well on account of its being one of 
the most fruitful sources of danger. Statistics 
vary greatly, running from 30 to 85 per cent of 
cures. The surgeon who picks his cases will of 
necessity get the best result, but the benefit of a 
chance should always be given to the patient, 
even if it means but a short prolongation of life. 
The mortality from operations is less than 2 per 


cent; mine, with 50 per cent of advanced cases, 


is less than 1 per cent. These statistics are im- 
proving every day, so far as cures are concerned. 
Still, the prevalence of cancer is on the increase, 
and we can and must reduce it. 


DISCUSSION. 


Dr. Perry, Jacksonville, Fla—Gentlemen, I have 
the pleasure of introducing to you, Dr. Bryan, the 
newly-elected chairman. (Applause.) 

Dr. John M. Wilson, Mobile, Ala.—Mr. Chair- 
man, I don’t remember having enjoyed anything 
quite so much as the reading of that paper on 
cancer of the breast, and the point that struck me 
as being so important is the careful examination 
on the part of not only the general surgeon, but 
of the gynecologist, in looking into his cases very 
carefully. 

Now, I happen to know of a case or two where a 
gynecological operation was done, where there 
was cancer of the breast existing at the same time, 
and, of course, as we all know, another point of 
importance is the early operation on those cases 
and the complete eradication of the glands of the 
axilla. 

This cancer question is, indeed, a very impor- 
tant one, and I consider it one of the burning 
questions of the day. ; 


Dr. Simpson—I would like to know if any mem- * 


ber present has ever seen a metastasis in the pec- 
toral muscle. I know some surgeons remove the 
fascia covering the pectoral muscle and turn 
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the muscle into the axilla to prevent edema of 
the arm. I should like to know if any one preés- 
ent has ever had a case where they could defi- 
nitely demonstrate an extension into the muscle 
itself. 


Dr. Stuart McGuire, Richmond, Va.—Dr. Mar- 
tin’s paper was a olear one, and the practical 
point he made was an important one. I fear 
in the discussion we are creating confusion. We 
are jalking about malignant tumors of the breast, 
and his paper was on benign tumors. 

Dr. Martin impressed very forcibly the neces- 
sity of removing a benign tumor as soon as it 
was discovered. This is the teaching of all‘ sur- 
geons, but in practice the course is not followed 
as invariably as it should be. Dr. Martin’s paper 
is calculated to do good and the general prac- 
titioner should be made to appreciate the impor- 
tance of examining breasts carefully whenever op- 
portunity offers and advising operation if any 
growth be found. . 

Personally, I do not like Warren’s plastic op- 
eration for the removal of benign tumors from 
the breast. I have used it in a good many cases 
and in three instances have had to do a second 
operation because the first attempt at removal 
was not complete. I now make an incision di- 


rectly over the tumor, the cut radiating from the 


nipple like the spoke of a wheel does from the 
hub. I do not think in these cases we should 
sacrifice thoroughness to cosmetic results. 

I have spoken, not because I had anything to 
say, but because I did not think Dr. Martin’s paper 
ought to be passed by without discussion, and be- 
cause I wanted to emphasize the point he made. 

I have spoken with some difficulty and hesita- 
tion, because after the banquet of last night, I am 
not in very good condition. In fact, I feel very 
much like Billy Baxter, who, after a “wet night,” 
took a seat at the breakfast table and said: 
“Waiter, bring me a glass of water and a tooth- 
pick; and, waiter, please look pleasant, for I am 
feeling very badly.” 

Dr. Martin closes—This is not intended to be a 
treatise on the cure of carcinomas, but merely 
the early detection of tumors, whether benign or 
malignant. I mentioned these cases because I 
happened to discover them early. 

I want to lay special stress upon the method of 
drainage in cases of abscess. If the abscess is of 
any size you will find that unless you make a good, 
free incision, it will not heal before the abscess 
is thoroughly well. 

It has been my misfortune to have many cases 
referred to me that were inoperable by men who 
had watched them for some time, treating them by 
rubbing them and doing everything else, until they 
were beyond possible cure. 

Let us remember that every tumor of the 
breast is a menace to life. I also believe trauma 
one of the factors. My observation shows me 
that we have a large number of negro women 
working in the corn and cane fields who do not 
wear corsets, and it is from these that a large 
percentage of my cases comes. I think we should 
be a little more systematic in our examinations 
and feel that when we have completed an ex- 
amination we have left nothing undone. 

As to the Doctor’s question: No; I have never 
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seen recurrence in the muscle stump, and I think 
when it occurs it is because the lymphatics have 
not been thoroughly removed. 


GRAPE SEEDS IN A PELVIC ABSCESS. 


By Charles H. Cargile, M.D., 
Bentonville, Arkansas. 


C. J., male; white; age 11 years. Mother, though 
possessed of good family history, died of tubercu- 
losis. Father healthy, with good family history. 
Patient, while he had never been strong, had 
never had any serious illlness. Absence of cough 
or other evidence of pulmonary disease. For sev- 
eral years he had had occasional attacks of what 
were called indigestion, characterized by epigas- 
tric pains, and vomiting. Twice, because of added 
symptoms—slight fever, abdominal soreness and 
rigidity, possibly more marked in the right iliac 
fossa, the writer had expressed suspicion of ap- 
pendicitis to his grandmother, with whom he lived. 
When the first visit was made on the morning of 
October 10th, 1911, he had been ill about twelve 
or fifteen hours, with one of his usual attacks. 
The usual treatment of calomel and soda, by 
the family, had failed to relieve him, as it had 
done in former attacks. Notwithstanding frequent 


enemas during the next several days, no satis- 


factory bowel action was secured. Vomiting, his 
most marked symptom at this time, continued 
several days, gradually growing less frequent. It 
was never stercoral. During the first few hours 
there was pain in the epigastrium, after which 
he had none until the fifth day, when it was slight 
and in the hypogastrium. The little tenderness 
present was diffuse; abdominal muscles were 
everywhere rigid, and the thighs flexed; neither 
' dullness nor distention during the first few days. 
Considering how serious were the intra-abdominal 
conditions, as revealed by operation, it is surpris- 
ing how little variation from normal characterized 
his temperature, pulse, respiration, facies, etc., ex- 
cept during the acute gastric dilatation to be men- 
tioned below. Thus continued his illness for a 
few days without diagnosis, but not without sus- 
picion of appendicitis, intussusception and other 
conditions. On the fourth day an induration was 
palpable just above the pubis and to the right of 
the median line. This rapidly enlarged downward 
and toward the left, filling the pelvis and extend- 
ing toward the umbilicus by the time of operation 
on the tenth day. Fluctuation through the rectum 
was felt on the sixth day and on the following one 
in the hypozastrium. It was not the writer’s fault 
that notwithstanding these plain indications, an 
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operation was not done until the tenth day. An 
incision low in the right iliac fossa opened into 
the free peritoneal cavity, instead of through ad- 
hesions into the abscess, as was hoped for. The 
abscess filled the pelvis and lower abdomen, and 
made exploration difficult and inadvisable. The 
little that was risked showed the absence of the 
appendix as well as disease, as far as could be 
determined by touch in the right iliac fossa. In 
the mid-line the abscess wall was adherent to 
the parietes. Hoping that it could be reached 
and drained through this area and without enter- 
ing the free peritoneal cavity, the incision was 
closed and so protected by rubber tissue and collo- 
dion that it healed without infection from the two 
subsequent incisions. A second incision to the 
left of the linea alba also opened into the free 
peritoneal cavity, and showed that the adhesion 
felt through the former incision was only a nar- 
row vertical strip beneath the linea alba. After 
protecting the peritoneal cavity with gauze the 
abscess was incised, much offensive pus escaping. 
Along with it were several grape seeds. Others 
were removed by light sponging; and subsequent- 
ly and at different times more, making a total 
of twenty-three. The last one was supposed to 
have caused the continuation of a sinus for sev- 
eral weeks, as the latter closed very quickly after 
the escape of the former. One seed was seen in 
the feces. It is probable that search throughout 
his illness would have revealed others. Follow- 
ing this operation the patient improved in all re- 
spects until the third day, when acute gastric 
dilatation supervened, the symptom complex of 
which was by far the most serious of his entire 
illness. It yielded promptly to lavage. Soon after 
this, nothwithstanding there was good drainage 
from the abscess, his symptoms indicated there 
was something wrong. Physical signs showed 
another abscess, this time in the sub-hepatic re 


gion. Strange as it may seem, this was abso. 


lutely without pain or tenderness, and this in part 
accounts for its not having been detected earlier. 
This second abscess was incised, and drained, as 
was the former, with split rubber tubes. It was 
estimated that it contained about a pint of offen- 
sive pus, but no grape seeds. It was sub-hepatic 
with the liver and gall-bladder for its superior 
wall. Exploration of this cavity with the finger 
revealed a funnel shaped pocket, which pointed 
downward toward the right iliac fossa. His final 
recovery was good, and since then his health has 
been better than ever before. 


Investigation in the library of the surgeon gen-’ 


eral’s office at Washington ‘fails to reveal a similar 
case, that is, not only of grape or other fruit 
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seeds, but of any similar bodies having escaped 
from the intestinal tract into the abdomen. The 
nearest to it is the one in which 122 small shot 
escaped through the appendix. 

Definite information as to how long since he 
had eaten the grapes was not obtainable. 

Several thoughts are suggested by this case. 
What was the course of the seeds from the time 
of their exit from the alimentary canal? Did 
they, like the shot, lodge in the appendix, and es- 
cape through its wall? or possibly at some other 
point? The latter is not very tenable, for the 
reason that it is not easy to imagine any part 
of the intestinal tract other than the appendix 


. except the sigmoul that could collect and re- 


tain so many seeds long enough to cause 


perforation by ulceration or pressure necrosis. 


This view is corroborated by the fact that 
so frequently various foreign bodies have 
been found lodged in it. Furthermore, the 
perforation of the latter. The further fact that 
whereas the patient, as above stated, had had 
frequent mild attacks of what were believed to 
be appendicitis, he has not had one in the 
eighteen months since the operation. Is it prob- 
able that the seeds were all this while in the ap- 
pendix and causing them? If it be true that they 
thus escaped, why was the right iHac fossa free 
from adhesions or other evidences of disease, as 
has been above stated? Could it have been that 
¢hey, by reason of their weight, readily descended 
to a lower level, where they caused the first ab- 
scess? Let it be remembered that an explora- 
tion with the index finger through the first in- 
cision, the one in the right iliac fossa, failed to 
find the appendix, or evidence of disease, except 
in the direction of the pelvic abscess. It was sup- 
posed at the time that the appendix was abnor- 
mally high, and beyond the reach of the finger 
through the small incision, which was made lower 
than usual to secure better drainage of the pelvis. 
This presumption as to the high location of the 
appendix is strengthened by the fact that the 
second abscess with a sinus pointing toward the 
appendix, was sub-hepatic instead of iliac. The 
theory that the seeds after passing out of the ap- 
pendix descended is somewhat confirmed by the 
absence of seeds in the second abscess. It is 
Possible, but not probable, that under the circum- 
Stances and conditions of this case that the sub- 
hepatic abscess may have been the result of in- 
fection through the lymphatics or the blood 


Stream. Also that a faulty technique of the first . 


Operation may have caused it. 
Reverting to what has been said about the very 


little pain and tenderness throughout. his illness, .. 


and especially their total absence from the second 


abscess, and by way of accounting for it, it is 
thought worthy of calling attention to a fact that 
may explain this phenomenon by way of heredity. 
The writer attended the mother of the patient 
in her two parturitions and saw her pass through 
these without pain. Otherwise they were normal. 
During the first stage she said she experienced a 
feeling of contraction unaccompanied by pain, ab- 
solutely so. He became interested in this unusual 
phenomenon and anxiously looked forward to the 
second. This, too, was the same as regards pain. 
During the extreme dilatation of the vulva of a 
small woman by a normal head, her expulsive 
efforts were stron’, but without pain, only a feel- 
ing of fullness and desire to expel the foetus. In 
the time of a severe contraction and effort at 
expulsion, I questioned her about it and was 
assured that there was no suffering. All of this 
was confirmed by her facies, actions, etc. In no 
other respect was she abnormal, her health being 
good, and the sense of touch about the vulva and 
vagina being normal. 

Is it probable that the patient inherited from 
his mother an idiosyncrasy as regards pain? 


ECLAMPSIA AND ITS TREATMENT. - 


By A. Y. Linvitte. 
Winston Salem, N. C. 


DEFINITION. 

By the term, eclampsia, puerperal eclampsia, or 
puerperal convulsion is meant, in modern medicine, . ; 
an acute morbid condition, making its advent. dur- 
ing pregnancy, labor or the puerperal state, which is 
characterized by a series of tonic and clonic con- 


_vulsions, affecting first the voluntary and then the 


involuntary muscles, accompanied by complete loss 
of consciousness and coma, which; may terminate in 
recovery or death. . 

FREQUENCY. 

Eclampsia is most frequent in the later month of 
pregnancy, less frequent in labor, and still less after 
delivery, and occurs according to different authorities 
—one in 250—500 or 0.2 to 0.4 per cent, or about 
one per cent of all cases of albuminuria or one-fourth 
per cent of all pregnancies. 

SYMPTOMS. 

These may be classified into two classes. Those 
of the pre-eclamptic state, and those of the attack. 
Some writers make three divisions, namely: 

First: Invasion. 

Second—Tonic and clonic convulsions. 

Third: Coma. . 

The symptoms of the prodromal stage are of great 
importance and meaning to the experienced obstetri- 


*Read before Forsythe County Medical Society, 
April 30, 1912. 
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cian, and are as true a token of impending danger 
as a cloud before a thunder shower. These are 
headache, dizziness, disturbance of vision, epigastric 
distress and nervous disturbances and a feeling of 
general debility. They may all appear and pass 
away and no attack follow, if they occur some days 
before labor. If they appear during early labor and 
return with each pain, the face flushed and cyanotic, 
eyes staring and pupils change from pin point to 
wide dilation with a twitching of muscles of face and 
a bounding pulse and high arterial tension, some 
mental disturbance and probably drawing of the 
head to one side, a convulsion is inevitable without 
quick interference to, in some way, lower the arterial 
tension and relieve labor pains and nervous excite- 
ment. 

If allowed to go on the convulsion may begin by 
repetition of above symptoms and be confined to 
head, neck and chest, arms or spine in opisthotonic 
curve or culminate in a sudden convulsion of all 
parts at once. This picture once seen is horrible 
and never to be forgotten. There is cessation of 
respiration, a champing of mouth, and tongue pro- 
truding and frothy; if respiration is continued it is 
irregular and noisy, as though suffocation and death 
were imminent. 

This passes on for several minutes and breathing 
becomes established and coma follows for probably 
fifteen to forty minutes, and then a deep sleep fol- 
lows for an invariable short period, from which she 
may awake apparently rational and talk and ask what 
time it is or what has happened. 


If delivery of foetus should have occurred during 


«this attack, which sometimes happens, with consider- 

able hemorrhage, the attacks will generally not be re- 
peated; but if not, a second one generally follows 
quite soon and is repeated until uterus is emptied 
or patient succumbs. 


THE EFFECT UPON FOETUS AND LABOR, 


The former is often quickly and seriously affected, 
one attack often producing death to it and in other 
cases it will survive several attacks, and some think 
convulsions are very apt to stop if foetus dies in 
first attack or continue in case it does not. This 
has not as yet been fully established as a fact. 

The kidneys are involved in about two-thirds of 
these cases, and albuminuria, which is usually pres- 
ent, and in some cases up to eighty-five per cent, 
rapidly increases after each convulsion up to 2.5 per 
cent, or more, with red and white corpuscles, sugar 


and casts, showing all symptoms of congestion of 


kidney. 


ETIOLOGY. 


The last word-has not been spoken on this ques- 
tion, but this much may be stated with positiveness: 
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That eclampsia does not always depend upon albu- 
minuria and kidney changes; as proof of this albu- 
men is not found at all in some cases of convulsions 
or first convulsion. The theory of Frerichs, that it 
was uremic; and of Petroff, that it was ammonia or 
potash, has not been positively proven by modern 
investigators. 

Fleischer and others have been led to believe that 
the most probable and logical cause of eclampsia 
was to be found in the extractive materials present 
in the urine and blood, and prove this by experi- 
ments of artificially inoculating animals with this 
same material, producing convulsions very similar 
to eclampsia. 

Others say it is an intoxication by coagulation 
produced by ferments which originate in the placenta, 
thereby producing thrombosis of the vessels. This 
has later been denied, though not proven, and still 
has able supporters. All are agreed that toxemia is 
the prime cause, and any interference with the 
permeability of the kidney filter will produce it. 

PREDISPOSING AND EXCITING CAUSES. 


All acute or chronic inflammatory diseases of kid- 
neys which are prevented from normal elimination 
by pressure from uterus, as in pregnancy or ab- 
dominal tumors. Those most liable from preg- 
nancy, are the. very young or old primiparas by 
reason of the rigidity of the muscles and small ab- 
dominal space. . 

Exciting causes are sudden partial or complete 
suppression of urine, constipation, very rapid and 
severe labor pains, with rigid unyielding os, pro- 
longed and exhausting labors, profound emotions, 
such as are often produced by nurse or friend by 
mere suggestion or expression of fear that she will 
have convulsions, by the psychologic effect. 

PATHOLOGY. 


This is at present as in the past very obscure. 
The post-mortem changes are anemia of all organs 
in general, with slight congestion of the meninges of 
brains and cord. Ante-mortem changes are a 
diminished urinary toxicity and increased amounts 
of poisons in blood. 

DIAGNOSIS. 

At first sight this appears to be simple, and truly 
is so if you exclude four other kinds of convulsive 
seizures sometimes found in puerpera. They are: 
First, epilepsy; second, hysteria; third, apoplexy 
and meningitis. 

These can be easily and quickly differentiated and 
excluded by a careful survey of the patient, to- 
gether with the history of previous health and 
attacks. 

The mode of differentiating these I will not 
mention, as you are all familiar with that. If not, 
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I refer: you to any good book on practice of obstet- 
rics, as Jewett, which will give it in detail. 


PROGNOSIS, 


I would say this is bad, generally speaking, though 
not always so. The maternal mortality at the 
present date of scientific treatment is 30 per cent, 
and that of child 50 per cent. 

The pregnant woman who is suffering from 
toxemia and albuminuria and whose daily amount of 
urine is diminishing is in great danger of an attack 
of eclampsia. The dangers become less as the con- 
verse takes place, of course, just in the same pro- 
portion, and just at this time is our greatest oppor- 
tunity and duty to do a great deal of good to patient 
by stimulating the emunctories. 

The earlier in pregnancy the pre-eclamptic symp- 
toms or attack appear, the worse the prognosis, and 
especially when the attacks are repeated early and 


-more severe and consciousness is not restored be- 


tween the attacks, or they have been allowed to 
run on for some time before aid is secured. 


TREATMENT, 

Granting the contention which, if not absolutely 
correct, is at least the best theory of etiology we 
have today, that eclampsia is the result of toxemia, 
then the treatment would naturally be divided into 
two divisions and seem simple; that is, prophylactic 
and.curative. Then the former, by all odds, would 
be the more important, since the seizures are con- 
sideted preventable by the best authorities at home 
and abroad if treated properly. So, then, to accom- 
plish this we must have the patient in charge for 
some time before parturition and impress upon her 


the importance of symptoms or conditions which. 


are generally manifested in due time and order, 
which if recognized and treated will avoid a great 
catastrophe. This is not always our privilege in 
a large and especially country practice, where you 
are called to the case just in time to witness the 
first convulsion and often later, after several have 
accrued, to do something! 

The symptoms preceding an eclamptic attack are 
rapid pulse with high arterial tension, loss of appe- 
tite with gastric distress, headache, dizziness, lassi- 
tude with visual and mental disturbances, a feeling 
of distress and mental anguish as though some- 
thing indescribable was about to befall the patient, 
with a gradual or rapid diminution of all the excre- 
tions of body, especially urine and feces. 

Examination of blood gives positive proof of high 
contamination of poisons. The urine offers the best 
clinical index to the pre-eclamptic state. The daily 
increase in amount is considered a valuable symptom 
in kidney failure. 

Albuminuria is not always present. or, if so, is 
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not positive proof that eclampsia will be unavoid- 
able, as it is often not found at all before and 
after the first attacks of eclampsia. 

Urea is not to be inferred as the sole or prime 
cause either, for this can be artificially introduced 
into blood and produce no bad symptoms. Bouchard 
has found that bile has nine times the toxic power 
of urea, and he also states that the poison found 
in the blood arises from: 

(1) Food, especially nitrogenous, as muscle or red 
meats containing potassium salts. 

(2) Bile. 

(3) Putrefaction in the intestines and absorption 
of same. 

(4) Toxic materials constantly being produced by 
the metabolism of all cells of the body and of fcetal 
tissue also. And, then, in twin and triple preg- 
nancies the damages and frequences are greatly in- 
creased. 

The treatment of this pre-eclamptic state would be: 

(1) Reduce the amount of nitrogenous food to a 
minimum. 

(IT) Limit the production and absorption of toxic 
materials in the intestines and tissue by improving 
the action of (1) bowels, (2) kidneys, (3) liver, 
(4) skin, (5) lungs. 

(IIIT) Remove the source of foetal metabolism and 
peripheral irritation in the uterus by emptying it, 
if not relieved by the former plan of treatment. 

For I, a milk diet exclusively will readily fill the 
place of farinaceous foods, to which, if after a short 


period, this becomes unpleasant to patient there can 
be added fish and fresh white meats. 

For II, plain or mineral water freely, with light 
exercise and massage. 

For the fermentation a daily dose of colocynth 
and aloes at bedtime, followed by a saline in the 
morning. And to insure liver action, omit the above 
one night in each week and give a dose of calomel 
and sodium instead. 

For the skin, glonoin in full doses, either alone 
or in combination with hot baths and packs, wrapping 
in blankets, and hot water bottles will promptly 
eliminate and relieve. 

This in general, as I have touched on the prin- 
cipal prophylactics, will be sufficient to refresh your 
memory, and there is no one set rule or treatment 
that will give universal satisfaction; each case must 
be studied to find the law for each, as there are 
many other things that can be done beside the few 
I have mentioned, and probably with better effect: 
in your hands. 

THE CURATIVE TREATMENT. 

In the .presence of an eclamptic attack we face a 
desperate condition; the various latest jstatistics 
from all countries place the maternal mortality at 
25 to 35 per cent, and is likely to remain so until 
the pathology of eclampsia is better understood. 
Experience does not permit of just any one line of 
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treatment. Many recover with comparatively no 
treatment, and others die under the most complete 
and skillful treatment. Each case must be managed 
according to indications present. 

For combined treatment three indications are 
offered: 

Ist. Control the convulsions. 

2nd. Empty the uterus under deep anesthesia by 
as rapid a process as possible with the minimum 
injury to the patient. 

3rd. Eliminate the poisons which cause the con- 
vulsion from the system at earliest possible moment. 

Although these three divisions are named in order 
of their importance, yet they may all be carried out 
at the same time. Some accept the first and third 
plan and wait for the second until more convenient 
time, but I think they can and should all be worked 
together. 

The control of convulsions can be done in five 
ways: Chloroform, morphia, veratrum viride, chloral, 
alone or with bromide of potassium, or venesection. 

Chloroform, veratrum and chloral in the order 
named are my personal preference. I have, as many 
others have also, dropped the use of morphia en- 
tirely, as it, to my mind, locks up the gateways of 
elimination, prolongs coma and interferes with the 
plans of elimination. Chloroform is of all the most 
reliable and harmless, of course, where there is no 
serious heart trouble. 

Veratrum is second, for three reasons: It re- 
lieves arterial tension, which is most always present, 
reduces temperature and produces diaphoresis, there- 
by giving a great start on treatment. You can give 
it hypodermically if patient is unconscious, or you 
want a quick effect, 10 to 15 minims of fluid extract, 
and repeat on half dose if necessary. in one hour 
to keep pulse down to 60, and convulsions are not 
likely to re-occur with this pulse. Of course you 
will keep the patient in recumbent position while 
under its influence. 

Now, the fifth, the best, quickest and surest way, 
to my mind, is venesection. This, I think, should, 
with possibly a few exceptions, be done at the 
earliest moment when called in the midst of a con- 
vulsion, and carried to a point that will reduce the 
pulse and relieve the congested and cyanotic con- 
dition of the brain and face, not being limited by 
amount of blood taken, but by effects. And, to my 
mind, it would be very beneficial, even in the pre- 
eclamptic state, in those plethoric cases where elimi- 

nation is slow and there is a tendency to heart symp- 


toms, etc. 
Transfusion in cases of convulsions and where a 


great quantity of blood had been taken would be 
the more scientific and rational treatment. 
Now, as to emptying the uterus. There are some 
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French and German, as well as American authors, 
who still advise waiting for normal dilatation of 
the os before interfering.. This, to my mind, as to 
many others, is altogether unnecessary and amounts 
to almost criminal neglect. At the present time, 
under complete anesthesia, there will not be sufficient 
irritation by dilating the os to produce a convulsion, 
and that seems to be all the objection. Of course, 
where you, for some good reason, cannot push the 
chloroform, then you must wait or take the other 
plan. You will agree that the damage is practically 
over, in fully 90 per cent of the cases, as soon as 
the uterus is emptied, of eclampsia being repeated, 
and in those where it is repeated it is much lighter, 

There is every practical, as well as rational, scien- 
tific reason to bear out the treatment of promptly 
emptying the uterus. Then again the expectant or 
palliative plan means almost certain death to the 
child and also to fully one-third of the mothers. 

There are, of course, some exceptional cases in 
puerpera where eclampsia comes on before there is 
any dilatation at all, that would require a different 
treatment, either to wait for dilatation, incise cervix 
or perform Czsarean section, and there can be no 
tule or preference laid down for these cases. I 
would simply say it altogether depends on the con- 
ditions present, and the location, whether in some 
dark country home miles away from hospital and 
help, or in a city full of able assistants easily and 
quickly obtained. 

After the uterus is emptied brisk catharsis is given 
and often before, if the patient is conscious and can 
swallow. I would give 10 grains calomel and soda 
every two hours for three doses and follow with 
one to two ounces of epsom salts. If she is uncon- 
scious I would give ol. tiglii, one drop, dropped well 
back on tongue and repeated if necessary. Elaterium 
is also a very great help if given in sufficient doses. 
Keep patient warm and give light, nutritious diet and 
stimulate kidneys slightly, and you will most likely 
be rewarded by recovery. 


CAESAREAN SECTION.* 


By JoHn M. Witson, M.D. 
Mobile, Ala. 


I know of no operation that has been more un- 
justly looked on with fear than has abdominal 
Cesarean section, preference usually being given to 
craniotomy or other methods by which a living child 
may be destroyed. It is not the Cesarean section 


*Read in section on Surgery at the sixth annual 
meeting of the Southern Medical Association, Jack- 
sonville, Fla., November 12-14. 
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that should be feared, but it is those cases that 
have been infected by repeated attempts at delivery 
with forceps, or that have been infected with the 
unclean hands of an examiner. It makes no dif- 
ference how skillful an operation one may perform, 
using the most brilliant technique, if said case has 
been infected as stated above, or has been in long 
labor causing the mother to be worn out from a con- 
tinuous effort to bring about a normal labor, there 
can only be given a forlorn hope for the saving of 
either mother or child. Hence we see: the great 
importance of those members of the profession do- 
ing obstetrical practice using as much asepsis as the 
surgeon, to whom these cases are brought for opera- 
tion after nature has failed to perform her part and 
when it is deemed advisable to do a Cesarean opera- 
tion. 

In view of the greatly improved results which 
now obtain after Cesarean section, and owing to its 
superiority over other methods, the operation covers 
a wider field of usefulness now than it did in former 
times, depending, of course, upon the condition of 
the patient and the ability of the operator to pro- 
cure the proper facilities for the performance of a 
major surgical operation. This operation was prac- 
ticed long before the time of aseptic surgery. It 
was used from the earliest times up until about the 
sixteenth century, being performed on _ pregnant 
women dying at or near full term, with the hope of 
delivering a living child. Usually the- death of 
mother and child are synchronous, but there have 
been cases where living children were delivered for 
an hour, and even longer, after the death of the 
mother. 

The first authentic case of Cesarean section on, a 
living woman was performed by Trautman in 
Europe in 1610. The woman lived twenty-five days 
following the operation. The mortality of Cesarean 
section, as well as all other abdominal operations, 
was appalling until the Listerian era. Since this 
great man’s time the mortality from this operation 
has steadily decreased. 

Credit must be given Sanger, as well as Porro, for 
their great work in this particular field of surgery. 
Porro in 1876 advised doing a supra-vaginal hys- 
terectomy after delivering the child and suspending 
the cervical stump in the lower part of the abdominal 
wound. This procedure greatly lessened the chances 
of post-operative hemorrhage and sepsis. Sanger in 
1882 saw the necessity of employing uterine sutures 
to close the uterine wound, and so advocated their 
use. Before this time the physiological contractions 
of the uterus were relied upon to coapt the incised 
organ and control hemorrhage. 

The most common indication for Cesarean section 
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is a contracted pelvis, but there may be other causes, 
such as uterine myoma, located at the lower part 
of the uterus, and ovarian cyst with adhesion, can- 
cerous or undilatable cervix. This operation may 
be employed in some cases of placenta previa, as 
well as in some cases of eclampsia with a very rigid 
cervix. The success of Cesarean section depends 
greatly upon the time when it is performed, the best 
results being obtained in those cases that can be 
given the proper preparation and operated on just 
before or at the beginning of labor. Those cases 
give the worst results that have been in labor some 
time and have had repeated examinations made on 
them, which are likely to produce, as stated before, 
an exhausted patient and an infected uterus. Here 
we see the importance of the obstetrician making an 
early diagnosis of any pelvic deformity, or obstruc- 
tion of any kind, that might call for a Cesarean sec- 
tion. In this way we have the chance of properly 
preparing our patient for a major abdominal opera- 
tion, and in such cases the results are brilliant. 

By such early diagnosis and the proper prepara- 
tion of our patient, many a child, as well as mother, 
may be saved. 

In regard to the operative technique I. have always 
tised the following: 

The patient is prepared as for any other abdominal 
operation; an incision is made beginning at the 
symphysis and extending well up through the um- 
bilicus, large enough to completely deliver the uterus. 
The uterus is delivered and the edges of the ab- 
dominal wound are brought together and clamped 
with forceps so as to prevent, as far as possible, 
escape of amniotic fluid into the peritoneal cavity. 
This, however, makes but very little difference if 
the fluid has not been infected from forceps or other 
attempts at delivery, because it is aseptic in its nor- 
mal state. It is almost impossible to prevent en- 
tirely the entrance of this fluid into the cavity, how- 
ever, every effort should be made, especially whes 
there is any suspicion of an infected ammiotic fluid. 
The uterus should be completely surrounded by hot 
towels. After thus surrounding the uterus carefully 
with towels, an incision parallel with the abdominal 
incision is made in it, the baby is grasped by the 
feet and delivered, the cord being cut between clamps. 
I have used the transverse. incision in the uterus 
with just as good results, but see no advantage over 
the longitudinal. In fact, one seems to be as. good 
as the other. Several suture materials have been 
recommended to close the uterus with, such as silk, 
linen and catgut, and all have served the purpase 
satisfactorily. Personally I prefer chromicized cat- 
gut No. 2. They should be placed deep through 
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the muscular part of the uterus and close together. 
A second row of continuous suture may be used to 
cover this, but is not absolutely essential. It is never 
necessary to apply an elastic ligature around the 
neck of the uterus to control hemorrhage, and it 
should not be done because it is liable to cause 
atony of the uterus, and thus predispose to post- 
operative hemorrhage. Neither is it necessary to 
have an assistant make pressure on the uterine 
arteries. This operation permits of further concep- 
tions, and hence is called the conservative operation 
in contra-distinction to the Porro operation, which 
is radical in its results. The Porro operation should 
be performed when there is suspicion of an infected 
uterus, or when it is myomatous. The cervical 
stump should be buried subperitoneally, just as ¢o- 
ing a hysterectomy for a fibroid tumor. In cases 
where the cervix is cancerous a complete hysterec- 
tomy should, of course, be performed, removing the 
entire cervix. The abdomen is closed just the same 
as after any other abdominal section. Some au- 
thorities recommend in the after treatment the 
hypodermatic injection of full doses of ergot follow- 
ing the conservative operation. This, however, seems 
to be unnecessary. 

In this great age of aseptic surgery the mortality 
of Cesarean section, formerly so high, is now very 
little, if any, greater than abdominal surgery of any 
other kind. So let us encourage this operation and 
let us strive to lessen puerperal sepsis and work 
for a more aseptic obstetrical technique. 


DISCUSSION. 


Dr. Foster.—In regard to the infection of the hand 
while attempting to deliver with forceps. We speak 
of the choice time for operation in other cases, in 
song surgical procedures, and yet. in the operation 
for Cesarean section, we have present an indication 
for operation which has been in existence for months. 
We have a contracted pelvis, which has not come 
up to an emergency proceeding at the time of child- 
birth, but is within the power of the physician, if 
he takes the precaution to examine it beforehand. 

The pelvimeter is so simple that it should be em- 
ployed by every physician and every physic‘an who 
owns a stethoscope should also own a pelvimeter. 
Within two or three hours he can become familiar 
with its use and make out the obstructions which 
bar the delivery of the child through its natural 
cana!. 

1 would like to empasize that every physician 
should own a pelvimeter, just as regularly as he 
owns a stethoscope. becatise almost every physician 
does obstetrics. We should teach our patients to 
come to us during the time of pregnancy and allow 
us to study their cases, and not await a hurried call 
in the nizht to come to deliver a woman who has 
not been examined and who has not had a diagnosis 
made. ! have refused cases that had not called) me 
befere the time of delivery because. if you do that, 
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you will educate your paticnts. The attitude of 
the patient in this matter is entirely within your own 
control, and you can so exercise your teaching 
power as to make the patient come under your con- 
trol in this matter. It is only a matter of your 
teaching. 

Dr. Sanders—This question of Cesarean section 
is, to my mind, a very live one. I am very glad in- 
deed that Dr. Wilson brought this question before 
us and stressed the point of operation before the 
rupture of the membrane, before any dilatation of the 
cervix, for it is almost a safe procedure where we 
have time to make our examinations and diagnose 
and deliberate what we shall do; then, I think, it is 
a very wise thing to do. 

Another fact, it is sometimes wise to do in cases 
of eclampsia. 1 feel that not nearly so many cases 
of eclampsia are delivered in this way as should 


be, and before infection has been carried in. I see ° 


no teason why we should not do this abdominal sec- 
tion instead of the vaginal section or the course 
with dilatation and delivery. 

One point in reference to the technique of the 
operation, in which I differ with him just a little bit, 
and that is about the making of the incision and 
delivering the uterus entirely out of the abdomen. 
The incision below the umbilicus, in my opinion, is 
not as practical as the high incision. I|. have done 
a few of those, and I find that there is a possibility 
cf adhesions between the incisions in the face of 
the uterus «nd the low abdominal incision. If we 
make a short incision four inches in length above 
the umbilicus, apply hot around to protect 
the peritoneal cavity and make an incision in the 
uterus su‘Eciently large to deliver the. fetus, the 
uterus iunmediately contracts, and there is not so 
nutel: handling of viscera and sheck to patient. 
[ prefer a high incision to the low incision. 

Dr, J..S. Turberville, Century, Fla—Mr. 
man: . 1 think that the -suggestion the gentleman 
mate vesterday is a very good one—that perkaps 
we can save some of these labor cases that have 
been manipulated. Some few months ago a woman 
was brought to me who had peen in labor seventy- 
two hours. Wer abdomen was opened and in this 
case I feared an infection. I took a sterile gauze 
vandage and soaked it in iodine and when I de- 
livered the child the placenta and the membranes | 
packed the uterus until it was full. This woman 
had feve: when brought and for several davs after- 
ward, but the wound healed by primary intention 
and she got up and got along all right. 

I sk all not hesitate. since hearing Dr. Crisler’s 
paper on yesterday, to pour the ‘iodine into the 
uterus, because I practically did it then, because the 
gauze bandege was dripping when I put it in. Lots 
of times you get tags of membrane left. You think 
vou 2ct them all. but vo do not, and if vou remove 
the packing in forty-eight hours you pull out a lot 
of that old debris that perhaps is a factor in the 
sepsis. 

Dr. Isidore Cohn, New Orleans.—Dr. Simpson 
advocated the hich in preference to the low incision. 
I think we ought to be a little bit careful about 
adopting the high incision, because of the fact that 
many of these cases which come to operation have 
been manipulated by men who were not particularly 
careful, and operated upon by another man. And 
ve should remember that the lymphatics in the upner 
segment of the abdomen are very much more active 
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‘than the lymphatics in the lower abdomen; the proof 


being that we have a lower average mortality in 
pelvic surgery than in high abdominal (surgery. 


- Therefore, unless the man has handled the case 


from beginning to end, and unless he knows who 
has been handling it, and knows him mighty well, 
he better not adopt the high incision in preference 
to the low incision. 

Dr. Wilson closes—Mr. Chairman: I appreciate 
deeply the free discussion of this subject. 

Now, in regard to the examination which Dr. 
Foster ‘brought out; that is, indeed, to my mind, the 
most important point of this subject, because, if 
you covld get a case where the indications for 
abdominal Cesarean section were present before 
‘here is any infection in the uterus coming through 
the vaginal canal, I believe that you are just as 
sure of success as you can expect from any ab- 
dominai section. 

Now, I will say that the mere cleansing of the 
hands and running them through antiseptics is not 
siuficient for the proper performance of an antisep- 
tic vaginal examination. In the first place the hands 
should be cleaned and sterilized and gloves, in my 
opinion, should always be used, and, secondly, the 
vulva of the patient should as well be sterilized. 
While the vaginal canal may not contain so many 
dangerous bacteria, yet we know the vulva does. 

Again, in taking charge of the patients, the ques- 
tion of educating the patients is a very important 
point. Every woman should be placed in the hands 
of an ol,stetrician as soon as she becomes pregnant, 
and, as the doctor said, every obstetrician should 
understand thoroughly the use of the pelvimeter. 

And the question of operating early. as I just told 
you, before the membrane break, is a good point. 

In regard to those cases of eclampsia, while, per- 
sonally, I have never done a Cesarean section for 
eclampsia, vet I believe it would be well, in a great 
many of those cases, especially where the cervix 
was very rigid, making other means of delivery im- 
practical. 

In regard to the delivery of the uterus and the 
high incision, I have, in all, cases that I have operated 
upon, delivered the uterus in toto. I make an in- 
cision, beginning a little below the ensiform: car- 
tilage and extending down to the symphysis, the 
umbilicus being the medium point and deliver the 
uterus entirely. then have an assistant bring the 
edges of the abdominal wound together, clamp this 
with forceps and completely surround the uterus 
with hot towels. As I stated, the presence of 
amniotic fluid in the peritoneal cavity is of small 
consequence, provided there is no suspicion of infec- 
tion. 

The idea suggested by Dr. Turberville, I have not 
had any experience with that. 

I did not hear the gentleman’s paper on iodine 
vesterdav. but I do know from a surgical stand- 
point, that iodine is almost indispensable, hence I 
think the point is well taken. I thank vou, gentle- 
men, for your discussion of this paper. 


Since reading the above paper before the Southern 
Medical, Association at Jacksonville, Dr. Wilson re- 
Ports the following case of Czsarean section for 
eclampsia : 

Young woman, seventeen years of age. Had not 
been under the care of any physician since she be- 


“came pregnant. I was called to see this patient, and 


found her having violent convulsions and found that 
it was a full-term pregnancy, and the patient 
thoroughly uremic. She was dreadfully swollen and 
would have a convulsion about every thirty minutes. 
Her temperature was normal and the pulse was 
rapid and-of very high tension. Tincture veratrum 
in thirty-drop doses was used hypodermically, but 
this did not seem to thoroughly control the con- 
vulsions, and notwithstanding the teachings of some 
of our best authorities, morphine was given, which 
acted favorably. Operation was advised and ac- 
cepted. Abdominal Cesarean section was performed. 
The mother made a nice recovery and she is now 
nursing her baby. The patient had no more con- 
vulsions. Spartein sulphate in two-grain doses was 
given hypodermatically every four hours following 
the operation. The pulse came down to about nor- 
mal and the patient’s temperature never went above 
too degrees after the operation. 


INTRANASAL DEFORMITIES, WITH THEIR 
ATTENDANT SEQUELAE.* 
By C. B. M.D., 
Chattanooga, Tenn. 

This subject is a large one if gone into in detail, 
but as the time allotted to me is limited, I will be 
able to touch upon but a few points which seem to 
me to be of the greatest importance in connection 
with this subject. 

The causes of intranasal deformities have been dis- 
cussed by a number of eminent men, and their con- 
clusions vary so much that I wish to briefly state a 
tew of them. 

Among those who have given this subject a great 
deal of study are -Morgagni, Trendelenburg and 
Freeman, Jarvis, Schaus and Welcker, Bosworth 
and Talbot. I will here briefly summarize their 
views. 

Morgagni has given as his belief that the over- 
development of the vomer, which resulted in the 
crowding upward against the descending perpendicu- 
lar plate of the ethmoid, caused lateral deflection 
by its continued development. 

Trendelenburg and Freeman, after extensive ob- 
servation, give as their opinion the cause of septal 
deformities the Gothic arch of the hard palate 
crowding together the vomer and the perpendicular 
plate of the ethmoid, resulting in deflections. 

Jarvis’ conclusions are that such conditions are due 
chiefly to heredity. 

Schaus and Welcker advance the hypothesis of an 
abnormal development of the facial bones. 
~ *Read at the sixth annual meeting of the South- 
ern Medical Association, Jacksonville, Fla., Novem- 
ber 12-14, 
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Bosworth claims that traumatism is. the chief 
cause of deflections. 

Talbot is of the opinion that malformations of the 
septum are due to neuroses or stigmata of degen- 
eracy causing an irregular development of the facial 
bones. He believes that pigeon chest, adenoids and 
deformed nasal septa are mostly due to neurotic 
influences which arrest development of some parts, 
while in others it produces an increase of develop- 
ment. 

The opinions of Morgagni, Trendelenburg and 
Freeman, Jarvis, Schaus and Welcker are all well 
covered by that of Talbot. 

Bosworth’s argument in favor of traumatism as 
the chief cause of septal deflections deserves more 
than passing consideration. He evidently does not 
mean that traumatism is immediately followed by 
intranasal deformities,- but that it produces a low 
grade of inflammation, chronic in its nature, which 
causes an overgrowth of cartilage and bone which 
may manifest itself a considerable length of time 
after the traumatism had been sustained. 

I am of the belief that faulty adjustment of 
forceps during an instrumental delivery could pro- 
duce in later years such a condition as this, although 
it is an accepted fact that deformities of this nature 
are rarely manifested under the age of seven years. 
I am convinced that traumatism during the period of 
adolescence can produce not only a deformity of 
the triangular cartilage, but also that of the per- 
pendicular plate of the ethmoid and vomer. After 
the puberal period, trauma of the nose wauld 
scarcely produce more than a deflection of the car- 
tilaginous portion of the septum. Another condi- 
tion which I believe to be responsible for some septal 
deflections, and which has not been mentioned by 
the eminent observers who have been quoted, is 
that resulting from hypertrophy of the inferior or 
middle turbinated bone, either pressing against the 
septum itself or so deflecting the current of air pass- 
ing through the nasal cavity as to cause the septum 
to be crowded to one side. 

Aside from the question of traumatism and en- 
larged turbinated bones, which undoubtedly, in many 
cases, are responsible for these deformities, I be- 
lieve that Talbot offers the most rational explana- 
tion of this question that has yet been offered. He 
does not specify the over-development of a particu- 
lar bone, nor does he believe the failure of the pala- 
tine arch to descend as the cause of deflections of 
the Septum, but, on the other hand, if they be pres- 
ent, are evident signs of neuroses of degeneracy. 

In conclusion, I will summarize the etiology of 
intranasal deformities as follows, in the order of 
their importance: : 

(1) Neuroses or stigmata of degeneracy, which 
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causes either an arrest of or an excessive develop- 
ment of the bones of the face, including the nose, 
one of the expressions of the neuroses being de- 
formed septa. 

(2) Traumatism, producing a low grade of 
chronic inflammation, resulting in abnormal develop- 
ment of the cartilage or bones of the septum. 


(3) Enlarged turbinated bones, which produce, - 


either by pressure or deflection in the current of air, 
producing a deformity more or less extensive. 

Intranasal deformities are of importance only in 
proportion to-the obstruction to respiration, drain- 
age or ventilation which they produce. 

Anterior or cartilaginous deflections, unless ex- 
treme, while they may interfere somewhat with res-’ 
piration, do not to any marked degree prevent venti- 
lating and drainage. The most frequent deflection 
of the cartilaginous portion is the over-development 
of the anterior portion of the septum or columnar 
cartilage. 

The osseous deflections of the septum are of 
much more serious consequence, and may consist 
of a bony ridge or crest along the anterior superior 
margin of the vomer, running backward and up- 
ward, and usually interferes but little with respira- 
tion, but does impinge upon the inferior turbinated 
body, causing irritation of this most important 
physiological structure, and produces a_ sense of 
stuffiness of the nose, and may interfere to some 
extent with drainage of the secretions posteriorly. 
Where it encroaches upon the respiratory pathway 
it becomes a very potent factor in retention of the 
secretions, producing crusts upon the anterior aspect 
of the ridge, resulting in more or less hemorrhage 
when crusts become detached by picking or blowing 
of the nose. 
~On account of the mechanical irritation of the in- 
ferior turbinate and the resultant turgescent and 
hypertrophic condition which is produced, they 
should be removed. The most serious deflections, 
however, are those of the perpendicular plate of the 
ethmoid bone. Any considerable deflection of this 
bone will cause pressure on the middle turbinate 
upon the side of its convexity. 

This condition not only obstructs drainage and 
interferes with ventilation of the superior meatus, 
the frontal, ethmoidal and sphenoidal sinuses, but 
defeats one of the important functions of the aif 
current—that of syphoning the mucous out of the 
sinuses. It is this condition more than any other 
that causes catarrhal and suppurative inflammation 
within the sinuses. The secretions are retained, un- 
dergo decomposition and lower the resistance of the 
mucous membrane. Infection and inflammatory Te 
action naturally follow. Swelling of the mucosa 
causes partial or complete closure of the ostei of the 
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sinuses which further interfere with drainage. 
Ventilation of the superior meatus and _ sinuses 


being interfered with, the oxygen of the air becomes’ 


absorbed and rarefaction results. This condition 
produces an influx of blood to the lining mucous 
membrane, and catarrhal or purulent .inflammation 
is promoted. 

If, in the course of such conditions, active, pus- 
producing micro-organisms, such as the streptococci, 
staphylococci, diplococcus, pneumonia, etc., find lodg- 
ment there, a suppurative inflammation of the sinuses 
results. It is apparent that this form of deviation 
is of great importance, and the indications for its 
removal are urgent. 

The formation of a ridge on the anterior margin 
of the vomer pressing on the inferior turbinated 
body, combined with a deflection of the vertical 
plate of the ethmoid, which may or may not be on 
the opposite side, impinging on the middle turbinate, 
makes the indication for surgical interference all the 
more imperative. 

In addition to the deflections and malformations 
of the nasal septum, we occasionally find hyper- 
trophy of the anterior or posterior end, or even the 
entire inferior turbinated bone, which may require 
some surgical measure to reduce it sufficiently to 
insure proper drainage and ventilation. It is quite 
a common thing to find an hypertrophic or hyper- 
plastic condition of the anterior third of the middle 
turbinate, the removal of which at times becomes 
necessary in addition to the correction of the septal 
deformity. 

If intranasal obstruction has persisted for some 
time, resulting in destruction of any portion of the 


mucous membrane exposing a bony surface, espe-- 


cially within the sinuses, polypi may be present; if 
this is the case, removal of the exposed bony sur- 
face by excision or curettment will be clearly in- 
dicated. 

It is a well recognized fact that many of the 
catarrhal and suppurative inflammations of the nasal 
and accessory sinuses are often due, either directly 
or indirectly, to obstructive malformations of the 
septum. 

Such morbid conditions within the nose and ac- 
cessory sinuses as (1) acute rhinitis or coryza. (2) 
chronic turgescent rhinitis, (3) chronic hyfertrophic 
thinitis, (4) chronic hyperplastic rhinitis, (5) acute 
sinusitis, catarrhal and suppurative, (6) chronic sinus- 
itis, catarrhal and suppurative, (7) polypoid degen- 
eration of the mucosa of the nose and sinuses, (8) 
atrophic rhinitis, are either directly or indirectly 
caused, or their course is often largely influenced by, 
a pre-existing deviation of the septum, enlarged tur- 
binated bone, or both. 

Various operative procedures have been instituted 


in the past for correcting the different intranasal 
deformities, but ‘all of them were more or less un- 
satisfactory and disappointing in results. They re- 
quired the wearing of a splint from one to two 
weeks, with considerable pain and discomfort to the 
patient and discouraging to the operator. 


Quite recently a new operation has been perfected 
by which at least 95 per cent of all nasal obstruc- 
tions can be successfully corrected, and in most 
cases giving to the patient a normal functionating 
nares. 

This operation is known as the submucous re- 
section of the septum. I shall not attempt at this 
time to describe in detail the diffetent steps of this 
operation, but will briefly state that it consists in 
first anésthetizing and bleaching the mucous mem- 
brane of the septum, after which a vertical incision 
is made ‘through the mucous membrane on_ the 
convex side of the septum one-eighth of an inch an- 
terior to the commencement of the deflection, be- 
ginning as near the roof of the nose as possible and 
extending well out on the floor. 

The mucous membrane, perichondrium and peri- 
osteum are dissected back a short distance beyond 
whatever deflection there may be. Starting again at 
the point of the initial incision, the cartilage is cut 
through to the mucous membrane of the opposite 
side, care being taken to avoid cutting through the 
mucous membrane, else a perforation of the septum 
may result. While working from the original side, 
the mucous membrane, perichondrium and _ peri- 
osteum are then dissected from the cartilage and 
bony portion of the septum of the opposite side 
back beyond the deflection, after which the deflected 
portions of the cartilage and bone are best removed 
by the swivel knife and biting forceps; the two 
layers of the mucous membrane can then be brought 
together and each nostril packed lightly with anti- 
septic gauze to hold them in apposition, and to pre- 
vent ballooning or separating, which would allow a 
blood clot to form between the layers of the mucous 
membrane, and thus leave the septum so thick that 
the object of the operation would be defeated. 

Packing after an operation should not be too 
tight, as it will stop all sinus drainage and cause 
further trouble, nor should the packing be allowed 
to remain more than twelve hours, and should rarely 
need repacking, except in case of hemorrhage. Too 
tight packing, or if allowed to remain too long, may, 
by its continued pressure, interfere seriously with 
nutrition to the parts operated on, resulting in 
sloughing and loss of tissue, and probably defeat 
the object for which the operation was intended. 

The statement which has been made at different 
times that intranasal deformities are primarily the 
cause of many functional troubles and organic 


elop- 
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lesions has been questioncd by some. Believing, as 
I do, that such deformities do many times produce 
functional and organic lesions, I shall attempt in a 
brief way to demonstrate the possibility of such 
conditions through the lymphatic circulation. 

When we consider that the lymphatic circulation, 
which accompanies the blood stream with its rami- 
ficasions and anastomoses, is more abundant than 
it, and that there is scarcely any part of the body 
where one side is not freely in communication with 
the corresponding area, or the opposite side, we can 
readily see that a sinus trouble, a tonsilar trouble of 
a parotid inflammation on one side is very commonly 
manifested on the opposite side. 

The nasal mucosa is supplied with lymphatic cap- 
illaries, while scant and poorly developed in some 
portions, they are abundant in others—such as the 
floor of the nose, the inferior and middle turbinate 


- bodies, the inferior and middle fossa, the mucosa 


of the sinuses, particularly the antrum, ethmoidal 
and sphenoidal sinuses. This network of capii- 
laries anastomoses over the entire nasal mucosa in 
two independent territories; the smaller to the olfac- 
tory, the larger to the respiratory portion of the 
nose. Both of these territories have distinct col- 
lectors which form an anterior and a_ posterior 
trunk. The anterior unites with the vessels of the 
external nose, where they empty ultimately into the 
submaxillary and deep cervical glands. The pos- 
terior trunk, being the largest, has two pedicles, 
which are united at the side of the pharynx just 
posterior to the hard palate, immediately below the 
eustachian orifice; this appears to be a meeting 
place in common of the lymphatics of the mucosa 
of the nasal fossa and sinuses. 

Some lymphatics extend into the eustachian tube 
some distance, while others encircle the orifice, 
which produces a very rich peritubular network 
around the meatus, making the unskillful introduc- 
tion of a catheter somewhat dangerous, resulting 
oftentimes in salpingitis or middle ear infection. 

The lymphatic circulation from this point is in 
two directions, part. of which are directed outward 
and downward, terminating in the deep superior 
cervical glands, while part of it passes around the 
side of the pharynx, becoming tributary to the lat- 
eral retropharyngeal gland, and there anastomoses 
with the deep superior cervical glands. The lym- 
phatic circulation of the nasal cavity then is found 
to be in two directions; the smaller portion passes 
toward the external nose, emptying into the facial 
glands. the greater portion passing posteriorly 
through the pharyngeal glands. 

To summarize: The efferent vessels from the 
nasal fossa are tributary to the submaxillary retro- 
lateral pharyngeal glands and deep cervical glands. 


They also anastomose with the superficial cervical, 
the buccal and the parotid glands. 

When we consider that the lymphatic circulatory 
system is composed of a canal system, which in- 
cludes the thoracic duct with its branches, the lymph 
channels and, capillaries, the auxiliary apparatus, 
consisting of the lymph glands and nodes, the four 
tonsils, the lymphoid tissue of the intestinal and 
ileocecal region, including Peyer’s patches and the 
spleen, the thymus gland and medullary system of 
bones—is there any reason to doubt the question of 
otoinfection from pathological conditions of the 
nose, accessory sinuses or throat? 

The contents of the lymphatic system are chyle- 
lymph-plasma, resembling blood plasma; lympho- 
cytes and leucocytes. The fluids of the pleura, the 
cardia, the peritoneum, cerebral and spinal spaces 
and other cavities of the body are of lymphatic 
origin. The lymphocytes and leucocytes, for the 
purpose of defense and lubrication, according to 


Stohr, penetrate by diapedesis the epithelial layer of. 


the respiratory tract, the alimentary tract and uri- 
nary tract. 

The lymphatic and its contents represent in ani- 
mals one-third of the entire body weight. It is 
worthy of notice that the lymphatic system takes 
on a retrograde change as age advances, and that 
it reaches its full formation and is most active at 
the age of one year. The number of lymph glands 
in a child exceeds that of the adult. 

It has been observed in experimental work upon 
the alimentary lymph tract that the leucocytes, rather 
than the lymph plasma, are carriers of foreign sub- 
stance, including germs. After gaining entrance the 


foreign bodies are enveloped by the leucocytes, con- 


veying them to the nearnest lymph gland, where 
they may be retained for a longer or shorter period, 
finally reaching the thoracic duct, which empties into 
the general circulation. Here they may be sifted 
out by the capillaries of the lungs, kidneys, the men- 
inges or bones to produce lesions. Thus an infec- 
tion of the general blood stream finds entry usually 
through the lymphatic and venous system, often giv- 
ing rise to diseases such as endo-carditis, peri- 
carditis, nephritis, appendicitis and rheumatism. 
The very close relationship existing between the 
lymphatics of the nares, pharynx and tonsils has 
been fully demonstrated by the interesting experi- 
ments of V. Lenhardt, of Budapest, by injecting a 
number of dogs with China red in the nasal mucosa 
of the turbinate bodies to demonstrate the direction 
of the lymph stream in general, and to trace the 
lymphatic connection with the tonsils. From two 
to seven’days after the injection the dogs were 
killed by chloroform, and on examination of the 
parts the red inert matter was found to aid very 
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materially in tracing the lymphatic tracts. His con- 
clusions were that !ymphatic channels connect the 
nasal mucosa directly with the tonsils, his experi- 
ments corroborating the assumption n_ clinical 
grounds by B. Frankel that the tonsils secondary 
to operation upon the turbinate bodies is conveyed 
by the lymphatic connection, and that the infection 
is not by continuity of tissue nor by way of the 
biood. Further, that an infection of one side of the 
nose may be carried to the tonsil of the opposite 
side. V. Lenhardt found the colored substances 
within the body of the leucocytes mostly in. the 
deeper portion of the tonsils. The microscopic pic- 
ture revealed that the leucocytes were migrating to- 
ward the surface of the tonsils. Thus we must con- 
clude that the tonsils are many times secondarily in- 
fected from acute infection of the nose and acces- 
sory sinuses of the naso-pharynx. The lymphatic 
connections between the naso-pharynx and the ton- 
sils are sufficiently intimate to regard the tonsils as 
related glands. 

It is probable that every inflammation of the 
musoca induces a swelling, often imperceptible, of 
the neighboring lymphatic glands, of greater or. 
lesser extent, which, acting as a protecting mechan- 
ism, inhibits the development of the germ. To the 
tonsils, which have the function of a lymphatic 
gland, may be prescribed a_ protecting influence 
against the micro-organisms which are ever present 
in the mouth and naso-pharynx, acting also as a 
barrier against their invasion into the trachea and 
oesophagus. On the other hand, it must be ad- 
mitted that the tonsils are frequently the seat of 
primary inflammation, and they they are more sus- 
ceptible to disease than other membranous struc- 
tures in this region. 

The lymphatics of the lungs and thorax are less 
developed than those of the pharynx and intestines. 
The construction is simpler, the leucocytes are 
fewer in number, and the lymph circulation is also 
less active. Compared with the pharynx and in- 
testines, the lymphatics of the lungs are less effi- 
cient in their defense function. No direct anasto- 
moses exist between the lymphatics of the thorax 
and those of the head and throat, nor between those 
of the thorax and abdomen. (Attempts to inject 
by direct route have failed in animals and upon 
the cadaver.) However, an indirect route exists be- 
tween both. The supraclavicular chain of glands 
form an indirect connection between the neck and 
chest. It is believed that infection can only be car- 
tied from the neck to the thorax by the indirect 
route, when a suppurating gland causes a. reversal 
of the lymph current, forcing the infectious material 
through this indirect route, or the suppuration of a 
gland may produce an erosion of pleura or thoracic 


duct to produce general infection. Direct connec- 
tion of lymphatic channels between the pleura and 
lungs and bronchial glands with the abdominal cav- 
ity is unknown. But this indirect means of com- 
munication between the cervical and thoracic glands 
will, I believe, explain the frequency with which we 
find tubercular involvement of the lungs or pleura, 
with chronic sinus and tonsilar inflammation, par- 
ticularly in the young. 


DISCUSSION. 


Dr. Clifton M. Miller, Richmond, Va.—I have been 
very much interested in Dr. Wylie’s paper. I think 
that this question of intranasal deformities is a very 
important and a broad one. I believe that he has 
laid insufficient stress on the varieties of pain that 
we meet with in such cases. I find that it is for 
pain as often as for any other reason that patients 
present themselves at my office. 

I recall a case that I saw in consultation five or 
six years ago. The patient was one of the most 
powerful men physically that I am acquainted with. 
I was summoned by his physician, thinking that he 
had acute inflammation of the maxillary sinus. 
When I got there his physician told me that he had 
had a grain of morphine by the mouth and hypo- 
dermically in the previous five hours, the last dose 
having been half a grain hypodermically an hour 
and a half before my arrival. There was no in- 
flammation of the maxillary sinus and no pressure 
in his ethmoid region, but there was a very large 
septal spur, far back on the septum, pressing on 
the inferior turbinate. This quantity of morphine 
had given absolutely no relief. He was in as great 
pain as before he had taken it. He had contracted 
an acute rhinitis, which was then in the second 
stage. Cocaine and adrenalin, locally applied, gave 
relief within an hour and a half or two hours. In 
spite of this, he refused to have the spur removed, 
and he had a second attack, after which he passed 
out of my hands. I refused to tinker with it any 
longer. 

My experience with these high deflections is along 
the line of Dr. Manning’s and Dr. Dowling’s re- 
marks yesterday—that is, that they produce eye 
symptoms. I have under treatment a girl of four- 
teen years who had made the rounds of the oculists 
of my town. Her mother had been told that she 
was a school shirker because they found a refrac- 
tive error of one-quarter diopter in one eye and 
one-half in the other, with absolute muscular bal- 
ance. They said that she pretended to have head- 
aches because she did not want to work. Her fam- 
ily physician brought her to me with this history, 
and said: “There must be something wrong. I 
have been an atteridant of the family for years and 
know that she is an ambitious girl and wants to go 
to school. At any rate, she wants to read novels, 
and cannot even do that.” I found that a deflection 
of the perpendicular plate of the ethmoid was caus- 
ing great congestion and deficiency of drainage. The 
optic fundi were perfectly normal. Her vision with- 
out correcting lenses and with them was the same. 
I told the mother and the physician the condition 
that I had found present. She had just arrived at 
the age of puberty. Her bones were still develop- 
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ing, and also her sinuses, and I thought that if I 
could tide her along for a year or a year and a half 
I should prefer not to do an extensive nasal opera- 
tion for a while. Adrenalin and persistent drainage 
kept the congestion down. I gave her the weak 
correcting lenses that she required, and she can now 
read for hours with comfort. 

I have had a number of such patients in whom the 
symptoms of pain about the head almost anywhere 
were due to this matter of deficient intranasal drain- 
age. Another experience that all of us have had is 
with patients presenting themselves with enlarged 
tonsils, showing infection. They have probably 
passed to the age when the adenoids have shrunken 
and are not offering any obstruction, but a nasal 
obstruction of some kind is present, particularly a 
spur interfering with the inferior turbinate. If you 
remove the spurs, you often do not have to take 
out the tonsils, although this is sometimes necessary 
in these cases, as they do not recover without 
having this done. ‘My experience is that washing 
out the tonsil-crypts after the removal of the spur 
will often cause the tonsil to shrink down to normal, 
so that the patients pass years without any further 
attacks of tonsilitis and their digestive disturbances 
improve. I have often met these cases in which it is 
often possible to avoid needless surgical interven- 
tion. I do not like the term “operative interference.” 
I like that of “operative intervention” because I do 
not think that surgical work is interfering. I be- 
lieve that we surgeons should sit down on that term 
of “interference.” 

I think that a young operator who is a right- 
handed man will find that in a submucous resection 
he can operate better from the right-hand side. The 
resilience of the septum is such that if you do the 
operation with the instruments indicated by Ballin- 
ger you can draw the cartilage into any position you 


want. He advocates that. particularly in the be-. 


ginning operations. I find that a great many pa- 
tients (this is an operative point in the technique 
of anesthesia) are nervous and high-strung and re- 
quest a general anesthetic, and I always accede to 
this request. At the meeting of the American 
Laryngological, Rhinological and Otological Asso- 
ciation, Dr. Mosher, of Boston, and I were sitting 
on the back bench while the discussion on this was 
going on. He advocated the use of a general anes- 
thetic because he said that his patients were nervous 
and required it, but he lost courage because the men 
were laughing at this view. I give it in my cases, 
moreover, and in an adult I give one-fourth grain 
of morphine, 1-150 of atropin and 1-100 of hyoscin- 
hydrobrom, and use cocaine and adrenalin locally 
on the septum. Then I proceed as I would for a 
cocaine operation and give the anesthetic. I have 
frequently done submucous resection after having 
the ether withdrawn, and concluded my operation 
without putting the ether-cone over the head again, 
having the patient during the final steps of the op- 
eration able to look at me. I have them put in a 
semi-upright position on the folding operating table. 
In using general anesthesia, this gives me great com- 
fort. and IT have had very little trouble in with- 
drawing the anesthetic in these cases. 

Dr. C. B. Wylie. Chattanooga, Tenn.—There are 
only a few points that I wish to speak of in closing 
this discussion, and one of these is with regard to 
submucous work, making the initial incision on the 
right side. I said that for the reason that nine- 
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tenths of rhinologists are right-handed. In addition 
to that, Dr. Miller spoke of the flexibility of the 
septum in the deviated portion. My experience has 
been that at least 50 per cent of these septa are so 
dense and hard that the pressure required to 
straighten them and draw them to the opposite side 
is so great that the surgeon is liable to lose his 
sense of touch and not know how hard he is push- 
ing. If your instruments are sharp, you are likely 
to cut into the cartilage. If the vomer is much de- 
veloped and the ethmoid plate, far back, is very thin, 
you will, if you exert much pressure, get into trouble 
on the opposite side. Therefore I do not think that 
you can deflect the septum enough. 

I did not mention reflexes resulting from nasal de- 
formities. It is a very big field, so I did not take 
the time to touch on that at all. 


BOOK REVIEWS 


A MANUAL OF BACTERIOLOGY AND PATHOLOGY FOR 
NURSES. 

By J. C. Roberts, Ph.G., M.D., Oskaloosa, Iowa. 
‘W. B. Saunders Company, Philadelphia and Lon- 
don. 

Nurses more than any ante class of people except 
surgeons, should thoroughly understand the prin- 
ciples upon which success in asepsis and antisepsis 
depends. 

To accomplish this without an elementary knowl- 
edge of bacteriology is an impossibility. The book 
under consideration is calculated to supply the neces- 
sarv knowledgé along these lines. As far as it goes, 
which is far enough for its purposes, it seems to be 
ample and reliable. It can safely be recommended 
as a text-book for nurse-students. They will always 
be more confident, competent and efficient for hav- 
ing mastered its contents. 


PRACTICE OF MEDICINF. 

A Manual for Students and Practitioners. By Hughes 
Dayton, M.D. Published by Lea & Febiger, New 
York and Philadelphia. 

This is one of the Medical Epitome Series, designed, 
for hasty consultation. In other words, its object is 
not so much to teach one something as to refresh the 
memory on points forgotten. As such it is worthy of 
consideration. It is logical and thorough, and con- 
tains the elements of practice in a very condensed 
form. 


THE PREVENTION AND TREATMENT OF DISEASE IN THE 
TROPICS. 


By Edward S. Crispin, M.R.C.S., L.R.C.P. Fellow 
of the Royal Geographical Society, Etc. Price 50 
cents. Lippincott & Co., Philadelphia, 1912. 
Every man, whether layman or physician, who con- 

templates traveling in tropical lands, will find this 
little book, of less than 100 pages, a valuable posses- 
sion. It teaches what insects to fear and how to 
protect oneself from their attack, what to chose in 
clothing, food, drink and other things, emergency 
treatments, symptomatology, ard indeed all the excep- 
tional matters dependent on tropical environment. If 
you contemplate such a trip do not fail to order the 
book to be mailed to you by the publishers. 
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EDITORIAL DEPARTMENT 


THE RELATIONS OF THE SOUTHERN 
MEDICAL ASSOCIATION TO STATE 
MEDICAL ORGANIZATIONS. 


A slight misapprehension is sometimes evi- 
dent regarding the relations of the Southern 
Medical Association to state and other medi- 
cal organizations. The truth is that it has no 
affiliations with any other body, but it enter- 
tains the warmest fraternal sympathy and 
friendship for every ethical medical organiza- 
tion wheresoever situated, but especially with 
those in the South. 

It.has never sought or desired connection 
or affiliation with any other society or associa- 
tion, but it does wish for the fraternal good 
will of all such and their endorsement of its 
objects and work. 

Its doors are always open to receive as 
members those of all other ethical medical or- 
ganizations whose members must first belong 
to county medical societies. 

Thus it depends entirely for its membership 
upon the county medical societies and they 
are the only doors through which its rapidly 
growing strength has come and its marvelous 
expansion can be maintained. In one way it 
has sometimes proved a feeder to the county 
societies themselves, for it has happened that 
doctors who, for reasons, had failed to join 
their county organizations, have entered them 
in order to become eligible to membership in 
the Southern Medical Association. 

That association offers a wider field for 
study and discussion than any one state so- 
ciety can possibly afford, for its membership 
is drawn from sixteen Southern states, whose 


' brightest, ablest men delight to attend its 


meetings and pursue their studies of Southern 
medical problems among colleagues in their 
own medical home. Their field of observa- 
tion, instead of being bounded by: the lines 
of any one state, extends over the entire 
South. Truths learned by an investigator in 
Florida may be compared with those presented 
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by another from North Carolina, or Misssis- 
sippi, or Southern Texas, and such wide dis- 
cussions lead to conclusions of moment. 
Every Southern doctor should be a member 
of his county society, regardless of state lines, 
and should join the Southern Medical Asso- 
ciation. He will be welcome and will never 
regret it. 


THE SPECIAL TRAIN 


Attention is once more called to the unique 
plan whereby a great organization of med- 
ical men pays another great organization of 


medical men the compliment of a visit en 


masse. Arrangements have been made for 
special trains of Pullman sleepers starting 
from Southwestern, Southern South- 
eastern points to assemble at Louisville bear- 
ing members of the Southern Medical Asso- 
ciation and their friends. 

The trains will be elegant and sumptuous 
.and will form such a procession as the most 
luxurious travel has never seen. Efforts will 
4ye made to procure stop-overs for entire trains 
at Mammoth Cave long enough to allow vis- 
itors to inspect that wonder of the world, 
cand at all the cities of any size through 
which they pass rest periods will be enjoyed. 

The excursion promises to be one of the 


most successful of its kind ever undertaken.. 


Already physicians from various states are 
‘communicating with the Secretary of the 
‘Southern Medical Association, Dr. Seale 
Harris, of Mobile, concerning rates and reg- 
‘ulations, and others who contemplate taking 
the trip should lose no time in notifying him 
.of their intentions and securing reservations. 

The Louisville & Nashville Railroad has 
windertaken to provide all the transportation 
‘required, but the affair promises to be so ex- 
tensive that it will be necessary for them to 
know well in advance the approximate num- 
ber for which they ‘must provide cars. It 
is proposed that these shall be of the latest 
and most luxurious character, yet the rates 
will be temptingly moderate. Southern doc- 


tors who miss this opportunity to enjoy such 
a combination of travel, pleasant association, 
wide observation and profitable discussion of 
professional subjects will have something to 
tegret for a long time. 

Doctor, as soon as you read this write to 
Dr. Harris and take steps to secure accom- 


modations for yourself and your better half. 


RAW VERSUS BOILED SWEET MILK. 


Few physicians of wide experience have 
failed to observe patients who, after drinking 
fresh sweet milk, unboiled, would vomit long, 
leathery strings of coagula, to their great re- 
lief from gastric oppression. Yet in spite of 
this the dicta of eminent men have led them to 
continue its administration in the dietary of 
the sick and convalescent. Because milk is 
nature’s own food for the young, they failed 
to realize that the stomachs of different ani- 
mals were intended to utilize milks of widely 
divergent characters and qualities. 

The milk of no cow is the same to the human 
stomach as is the milk from the human breast. 
The recently reported, experiments of Joseph 
Brenneman, M.D., of Chicago, shows con- 


’ clusively that raw cow’s milk is not a proper 


food for weak-digestion, but that after it has 
been boiled and cooled to about 95 F, it is ac- 
cepted and assimilated much like “mother’s” 
milk. Too many typhoid patients have been 
slain by raw milk not to cause regret that the 
fad has so long persisted. True, many sur- 
vive it, but why put them to the test when 
“scalding” and cooling is so.easy? No one 
who reads Dr. Brenneman’s article in the A. 
M. A. Journal of February 22, 1913, can fail 
to be convinced that raw and boiled milk are 


two very different articles of diet so far as ease 


of digestion is concerned. 

There should no longer be heaviness of 
stomach and vomiting of tough curds in the 
case of typhoid patients, such as has too often 
heretofore been seen. 

The use of fresh sweet milk, boiled and 
cooled, or of fresh sweet buttermilk, so ably 
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recommended, by the elder Maury in Pepper’s 
‘System of Medicine, will entirely obviate the 
trouble. 


A EUGENIC FARM. 

Farms devoted to the rearing of blooded 
cattle, Angora goats and such are plentiful, 
but farms for the production and rearing of 
human beings from carefully selected and 
mated men and women, located on lands pur- 
chased by the state and provided with the es- 
sentials necessary to the success of the enter- 
prise, are something new. under the sun, our 
esteemed predecessor, Solomon, to the con- 
trary notwithstanding. Yet this is what the 
enterprising spirit that inspires the Senate of 
California has led that golden state to take 
into consideration. 

A bill has been introduced into that legis- 
lative body providing for “the marriage, un- 
der the control of the state, of twenty-five se- 
’ lected couples,” who shall be maintained on a 
state farm, where they can rear their offspring 
under the most favorable conditions. A thou- 


sand acres of suitable land is to be purchased 


at an average rate of $100.00 per acre, in- 
cluding necessary equipment. 

It is an ideal proposition. The couples 
could be selected and mated according to the 
kind of succeeding generations required, such 
as for agriculturists, pomologists, physicians, 
jurists, statesmen (not politicians), and -so on. 

It would afford wonderful opportunities for 
exploiting theories hitherto untried. Even in 
the care of the baby crop there would be bliss 
for many a childless woman, single, of course, 
to demonstrate theories of management 
evolved from inner consciousness, but heart- 


lessly opposed heretofore by senseless, even . 


though experienced, parents. 

Suffragettes, socialists, theorists of every 
stripe could “plant the seeds of the true faith” 
in the minds of those who, because of their 
unique position, could not escape notoriety. 

Tourists, already a valuable crop for Cali- 
fornia, would be attracted from afar to wit- 
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ness the amazing experiment, and scientific 
records would be enriched with new tables 
showing that “as ye plant so shall ye also 
reap.” Make it twenty-five hundred thousand 
selected couples, oh, Golden State! Allow 
only selected pairs to mate within your bor- 
ders, and the dawn of a better era would 
brighten skies now leaden with unrighteous- 
ness. 


ANOTHER STATE ASSUMES CON- 
TROL OF MEDICAL EDUCATION. 


The State of South Carolina has assumed 
control of the property of the “Medical Col- 
lege of South Carolina” and constituted it a 
State Medical College. | 

The bill appropriates $10,000 for*reorgani- 
zation and support of the school. It is pro- 
posed to make it a Class A school and to equip 
and maintain it accordingly. This is but an- 
other instance of the movement that is rap- 
idly placing the most important of. all phases 
of education, that of medicine, under state 
university control. The day of the commercial 
medical college is done. 

Public intelligence realizes that human 
health is too precious to be a matter of financial 
speculation, and that the duty and privilege of 
guarding the lives of the people against dis- 
ease and death should be conferred only upon 
those whose ability is attested by competent 
judges under state supervision. 
~ It will not be long ere no medical college in- 
dependent of university management will re- 
main in existence in this country. 


LIBRARY OF SOUTHERN LITERA- 
TURE. 
Attention is called to a brief review of the 


above named work on another page. The 
words of the review are not at all more com- 
plimentary than are deserved. A careful sur- 
vey of the splendid volumes convinces the edi- 
tor of their immense value to the people of the 
South, be they young or old. 

We do not often mention editorially articles 


ery 
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that are or have been advertised in our pages, 
but in this instance the supreme merit of the 
work has caused us to suspend the rule. 


STATE SUPPORT OF MEDICAL 
SCHOOLS. 

It is now recognized by all competent au- 
thorities on medical education that the cost of 
imparting the necessary knowledge to a stu- 
dent is far in excess of any fee he can pay 
added to any ordinary school revenue. 

Opponents of state support are apt to decry 
the necessity for such deep and_ extensive 
studies, citing the example of this or that 
“good old doctor” whose library was only a 
dozen old text-books and whose laboratory 
consisted of a test tube and an alcohol lamp. ° 

Those same objectors, by the way, are first 
to “wire to the city” for a man of modern edu- 
cation to “consult” with the “old doctor” when 
danger threatens their own family. Also they 
will find no reasons to deny the necessity of 
an understanding, by the doctor, of the con- 
struction of the organs, of their functions in 
health and their derangement in disease. 
Then, too, the effects of exercise, diet and 
medicines must be understood. No rational 
objector will deny all these necessities, but they 
may refuse to accept the statements of those 
who know best concerning the time, labor and 
expense requisite for their acquisition. But 
such prejudices are slowly yielding before the 
eloquence of demonstration. Already in more 
than twenty states some way is provided for 
the support of state medical schools, and the 
South is sharing in the movement. 

Alabama, Arkansas, Georgia, South Caro- 
lina, and other Southern states have provided 
for their university medical schools according 
to their ability, and the sentiment is growing. 
Each state feels that it is entitled to as well 
educated physicians as is any sister state, and 
it is not asking any other state, institution or 
agglomeration of money to educate its sons 
for it. ; 

Its citizens are entitled to just as good medi- 


éal teaching and treatment as are those of any 
other. state, and they shall have them. This 
spirit, though unsophisticated, burns in every 
patriotic breast, however it may be smothered 
by conventional or erroneous views, and will 
ultimately result in placing the medical schools 
of southern universities on the high plane to 
which the pride and abilities of our people en- 
title them. 

Their laboratories will be better sustained, 
their libraries and museums expanded and 
their teachers paid salaries more in consonance 
with those that similar ability and devotion 
would command under parallel conditions in 
any other calling. Meanwhile, the work of en- 
lightenment must proceed until the whole citi- 
zenship knows the needs, appreciates the op- 
portunities and determines upon action. 


IMPORTANT INFORMATION CON- 
CERNING THE TREATMENT OF 
MALARIA. 

In the department of “‘correspondence”’ will 
be found two communications dealing with 
matters of great importance to every practic- 


- ing physician. 


One is from Dr. D. L. Harper, of Stonewall, 
Miss.; the other from Dr. W. M. James, of 
Ancon Hospital, Canal Zone, who is one of 
our most valued collaborators, and at our re- 
quest replies to Dr. Harper’s inquiry. 

The latter gives the treatment for malarial 
conditions prevalent in that locality, once a 
pest hole, now as healthy as any Southern city. 
The former gives a glimpse of the task a 
physician in a less public situation has often 
to meet and conquer, and describes the weap- 
ons used. Both are of intense, practical in- 
terest. 


AN IMPORTANT PATHOLOGICAL SE- 
QUENCE FIRST PUBLICLY DE- 
CLARED “STRONGLY PROB- 
ABLE” BY A SOUTHERN 
DOCTOR. 


A Southern doctor anticipated the report 


4 
q 
4a 
— 
| 
4 | 
| 
g 
| 
| 


EDITORIAL, 


which according to the Presse Medicale for 
January 15, 1913, was made by A, Calmette 
and C. Guerin at a recent meeting of the Acad- 
emie des Sciences. At the November meeting 
of the Southern Medical Association at Jack- 
sonville, Fla.. Dr. E. C. Thrash, of Atlanta, 
Ga., stated that it was strongly probable that 
the tubercle bacilli reached the lungs and set 
up infections there only by way of the intes- 
tines and lymphatic glands. Dr. Thrash came 
to this conclusion from clinical and post-mor- 
tem work under his own personal observation. 
In other words, tuberculosis was, first of all, 
a generalized infection of the lymphatic sys- 
tem, ‘and the localization followed as a second- 
ary result. 

This is almost precisely the substance of the 
announcement made by the celebrated French 
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scientists to the Academie, and considered by 
all a conclusion of great importance. Atten- 
tion is called to the modest words of the South- 
ern doctor. Dr. Thrash’s article will be found 
upon another page of this issue. It is clear, 
concise, convincing, and was presented to the 
Association two months before the. French 
journal made the announcement. 

The incident is another evidence of the rapid 
strides Southern medicine is making in the re- 
markable advance that characterizes the pres- 
ent day. 

The enterprising physicians of the South, 
through the agency of the Southern Medical 
Association and its Journal, are rapidly prov- 
ing to the world the energy, abitily and devo- 
tion that will surely place Southern medicine 
upon the highest plane of efficiency and honor. 


CORRESPONDENCE 


THE TREATMENT OF MALARIA. 


Stonewall, Miss., Feb. 27, 1913. 
Editors Journal: 

I thoroughly enjoy the Southern Medical Jour- 
nal, more especially the papers and discussions 
on malaria, which, in my mind, is by far the most 
important trouble that we Southern doctors have 


to deal with. 


Now, what I want, and greatly need, is for you 
or some other good man to give us some reliable 
information on treatment of malaria to prevent 
relapses. Malaria has been quite prevalent in our 
town for the past three years and of a severe and 
resisting type. I had eight cases of malarial 
haematuria last season. Our town is well kept, 
drained, sanitary privies and houses screened. 


All of this, of course, is the first treatment to con-. 


sider. Quite a few cases here in my practice 
after thorough purging and giving thirty grains 
bisulphate quinine every day for ten days, then 
a strong anti-malarial tonic, containing two and 
one-half grains bisulphate of quinine, three times 
a day with strychnine, iron, arsenic, etc., thirty 
days. Even then it returns, while the patients 
are living in screened houses and safe from re- 
infection. I would greatly appreciate your ideas 
and treatment of malaria, and especially as to the 
length of time anti-malarial tonic should be given 
before latent malaria could be considered estab- 


lished. ‘Trusting that you can give me this in- 
formation, I am, fraternally yours, 
: D. L. HARPER. 
(The fellowing communication from Dr. W. M. 
James, one of the leading authorities on malaria, 
answers the above inquiry.—Editors.) 


THE CANAL ZONE TREATMENT OF MALARIA. 


Isthmian Canal Commission, Canal Zone, 
Ancon Hospital, Ancon, C. 3, March 1, 1913. 
Editors Southern Medical Journal: _ 

Replying to your request for certain information 
as to the treatment of malaria I suggest as fol- 
lows: 

The proper treatment of malaria is that which 
will not only control and subdue the acute attack, 
but which will also eliminate recurrences or re- 
lapses. 

In giving quinine there are two factors to be 
considered: (1) The solubility and absorbability 
of the drug; (2) the amount of the drug that is 
taken up by the patient. It is very plain that to 
obtain a maximum effect both of these factors 
must be efficient, and that if one is inefficient the 
benefits of the other will be lost. 

The first need, then, in treating a malarial in- 
fection is a soluble drug, which is easily absorbed. 
The absorbability of the drug is often, but tncor- 
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rectly, thought to be effective if symptoms of 
cinchonism are observed. This view is incorrect, 
because cinchonism is much more the result of 
idiosyncrasy than it is a proof of sufficient absorp- 
tion. Recent experimental work has demonstrated 
plainly that quinine in liquid form is far more 
readily taken up than when given in powder, even 
in very large doses. 

So that when a malarial infection is treated by 
giving pills, capsules or powders, although the 
acute symptoms may be controlled, it is well 
known that this method is not reliable for effect- 
ing a permanent cure. This is often because the 
gastro-intestinal tract, in acute malaria, is con- 
gested and otherwise irritated, as shown by symp- 
toms referable to it, and the amount of quinine 
taken. up is not sufficient to eliminate entirely 
the infection. Further, whatever resistant form 
of the parasite is responsible for relapse is favored 
in its development by such treatment. 

These facts are so well known in most coun- 
tries where malaria is endemic and epidemic to 
a great extent that preparations of liquid quinine 
are universally used. In private practice it is 
true that patients often object strenuously to 
the taste of these preparations, but if the prob- 
lem of a permanent cure is intelligently presented 
to them, especially if they have had several re- 


lapses, the difficulty of administering quinine . 


in this form can be greatly overcome. 

We have no trouble to speak of on the isthmus 
in the giving of liquid quinine, and one advan- 
tage is that the patient does not know the size 
of the dose given, as he does when he is accus- 
tomed to taking pills and powders. 

The second consideration is how much of the 
quinine given is the patient absorbing. This is a 
very difficult problem, and one that is not entirely 
worked out as yet. The strain of parasites may 
be very resistant to quinine, or the quinine, in its 
passage through the portal system, may be altered 
in some manner as to lose its potency. Cases 
are not uncommon in which infections which were 
very resistant to quinine by the mouth in large 
doses and in liquid form and in which no gastric- 
intestinal disturbance could be demonstrated 
yielded promptly to hypodermic treatment. Here 
it is not altogether possible, in the light of our 
present knowledge, to say just why the quinine 
by mouth was ineffective, and at present one can 
only speculate, although the fact as such is very 
obvious. As far as I know there is no definite 
routine treatment that will answer satisfactorily 
in all cases of malaria. What will entirely elimi- 
nate the infection in one person will be followed 
by relapse in another. Nor do we know just how 


soon after the acute symptoms have subsided, and 
while the quinine is being continued in the 
original doses, the infection is eliminated from 
the internal circulation. _Under such conditions 
treatment is somewhat empirical, and that should 
be followed which in the hands of competent 
observers has given the best results. It is well 
known that complicating illnesses, and most espe- 
cially syphilis, exert a very marked influence in 
protracting the cure of a malarial infection, and 
in all cases when the infection is stubborn, a pos- 
sible complicating cause, such as anemia, acute 
gastro-intestinal congestion, stasis, constipation, 
organic disease, tuberculosis or syphilis, should 
be sought for, and, if found, properly treated. 
Treatment of the malarial infection alone, in 
countries where there is much malaria, frequently 
fails to result in a cure, because very often the 
malaria is only a complication of some underlying 
disease. Why, under such conditions, the infec- 
tion is more difficult to eliminate, is a problem 
that is well worth the attention of investigators, 
and to my knowledge no satisfactory answer has 
as yet been given. 

To eliminate relapses, one must have at least 
some idea as to the cause. Without going into 
the various hypotheses as to the etiology of re- 
lapses it can be said, practically as an axiom, that 
relapses are in great part due to a form of the 
parasite resistant against quinine. Whether this 
form is a gamete, which later, by parthenogenesis, 
renews the asexual cycle; whether it is the result 


- of conjugation of two young parasites, or whether 


it is no more than the ordinary asexual parasite 
which has acquired a resistant to quinine; the im- 
portant points are: ‘how is this form generated, 
at what time in the malarial infection does it 
make its appearance, and what is the best method 
of eliminating it? 

These questions can be answered best by the 
analysis of the clinical experience of many ob- 
servers. Practically all agree that the resistant 
form develops from the asexual cycle in response 


.to the action of the protective forces of the body; 


and as a result of some methods of giving quinine; 
It is not found usually until the infection has per- 
sisted some time, and the best method of eliminat- 
ing it is by killing the asexual parasites before 
the form in question appears. 

It is well known that small doses of quinine 
are a potent factor in bringing about relapses. 
Larger doses eliminate the parasites from the 
peripheral blood, but whatever forms remain 
these are immune against the drug. What is de- 
sired, then, is the dose that will quickly eliminate 
all parasites before any immunity or any immune 
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forms appear. This can be determined only by 
clinical experiments. ~ 

The use of quinine in small doses, after the 
disappearance of the acute symptoms, is of no 
yalue, because such doses cannot affect the re- 
sidual parasites, if any such remain which have 
escaped the action of the larger initial doses, 
and if they have any action, it is to increase the 
immunity of these residual parasites. That is 
why relapses so often and so persistently follow 


the exhibition of “tonics” which contain small 


doses of quinine, and occur after systems of treat- 
ment in which quinine in small doses is given in- 
termittently. And here I wish to call attention 
to the most important thought to be kept in mind 
in the treatment of malaria, that is, if the immune 
form of the parasite has been generated a re- 
lapse will surely follow, after any system of giv- 
ing quinine. 

There are so many methods of giving quinine to 
eliminate relapses, each of which has its advo- 
cates, that it is not possible to consider them all 
in this place. For this reason I shall present 
only the one which eight years of daily experience 
has taught us here is the most effective. 

After the preliminary purge (we use three to 
five grains of calomel, and follow it about twelve 
hours later by two ounces of 50 per cent sol. of 
magnesium sulphate) an initial dose of twenty 
grains of a liquid preparation of the sulphate of 
quinine is given. This dose is administered shortly 
after the exhibition of the calomel. The prepara- 
tion is made by dissolving five grains of the sul- 
phate of quinine in a dram of distilled water with a 
drop of concentrated hydrochloric acid to the 


dram. It keeps very well. We then give three. 


doses of fifteen grains each three times a day, or 


forty-five grains a day, for a week, or for five 


or six days after the temperature is normal, and 
then thirty grains a day for another ten days. 
This treatment, which was instituted here about 
two years ago by Dr. W. E. Deeks, Chief of Medi- 
cal Clinic here, has proved very satisfactory in 
preventing relapses, much more so than the former 
treatment of ten grains three times a day. 

If quinine has not previously been given in 
small doses, for a time sufficient to cause the 
production of resistant forms, this treatment will 
eliminate relapses in almost all cases. If the 
infection is very severe the dose is increased to 
fifteen grains four times a day. 

When vomiting is present quinine is given in 
doses of twenty-two and one-half grains, 1.5 
grammes,. hypodermically. We use a French 
Preparation of the bi-hydrochloride, which comes 
in ampoules of seven and one-half grains each, 


and the dose is given well diluted in 20cc. of 
normal salt solution deep subcutaneously with a 
large hypodermic syringe. We- have had almost 
no abscesses after this treatment, whereas when 
we used the quinine and urea tablets intramus- 
cularly formerly we had a very large percentage 
of abscesses. A preparation such as is used here 
can be obtained from any reliable pharmaceutical 
house. 

Even with this treatment we have had relapses, 
when there had been insufficient treatment former- 
ly, so that resistant parasites are present.. I have 
lately tried the intravenous method in high dilu- 
tion, with considerable success in such cases, be- 
ing influenced by the favorable report given ‘to 
me by Dr. D. M. Molloy, of the Philippine General 
Hospital in Manila. Dr. Molloy states that he 
has employed this method without ill results in 
many cases of malaria, and has been particularly 
successful in treating obstinately relapsing cases 
that did not respond to any other method of 
medication. I have been using it on European 
laborers here who are “chronic” cases, coming 
into the hospital once every six weeks or so, and 
so far the results have been very satisfactory, 
and without danger. I use a “606” apparatus, and 
give the quinine in doses of one to two grammes 
in 300-500 cc. of normal salt solution. Dr. Molloy 
has given as much as two grammes every day 
for three days and then every other day for a 
week without ill results. I give two doses of 
1.5 grammes, and follow with forty-five grains a 
day by mouth, as above noted. ; 

There is just’one thing more to add. Tonics, 
with arsenic, iron and strychnine, are valuable 
adjuvants in treating the anemia resulting from 
malarial infections. But small doses of quinine 


-added to these have no curative value, but rather 


tend to increase the resistance of whatever form 
of residual parasites may be present. 
W. M. JAMES. 


GONORRHOEA IN. THE NEGRO. 


Hattiesburg, Miss., March 13, 1913. 
Southern Medical Journal, Mobile, Ala: 

‘Dear Sir: Noticing in the correspondence 
column on page 205, March number, a communica- 
tion from Dr. Wm. A. Steel, of Philadelphia, Pa., 
in regard to the frequency of gonorrhoea in the 
negro, and having an experience of thirty-nine 
years among this race as practitioner of medicine, 
I will answer his question as to my experience. 

Question 1. Is gonorrhoeal urethritis more 
prevalent among the adult negro male population? 
Emphatically, yes. 

2. Are its sequelae pyosalpynx, pelvic ab- 
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scesses, etc., more common among the adult fe- 
male negro population? Yes. 

3. Is the proportion of gonorhoeal ophthalmia 
greater among the negro newborn? Yes. 

4. Is the disease more prevalent among the 
city or the country negro population? More 
prevalent among the city population. : 

5. Is the disease as virulent in the colored 
race? It does not seem so, except in occasional 
instances. 

6. Is chronic gonorrhoea and its sequela— 
gleet, prostatitis and seminal vesiculitis—more 
prevalent in the negro male? Yes. 

7. Is this condition responsible for the sexual 
lawlessness mentioned in the previous quotation 
from the article of Dr. Taylor? I do not believe 
that it is, but it is just the nature of the brute. 
These attacks upon defenseless women are made 
usually by the negroes who are mostly of the 
idle class and have plenty of time to study about 
these very things, and concoct their plans. There 
are exceptions to this rule where it is no doubt 
due to a sudden impulse caused by circumstances 
and surroundings. 

I. H. C. COOK, M.D. 


NON-OPERATIVE TREATMENT OF SOMB 
CASES OF INGUENAL HERNIA. 


Meridian, Miss., March 28, 1913. 
Editors Journal: 

Hoping that those with a surgical palm will] 
not look askance on this communication and call 
it a fake, I submit same with the promise to re- 
tract if I were convinced that all operations for 
hernia always brought the two expanded muscles 
in freshened condition and in complete apposition, 
The plan by which I have cured cases of hernia 
without operation is as follows: One of the main 
causes of hernia is constipation. First remove 
the cause and instruct the patient to wear a truss 
and see that the hernia is never. allowed to de- 
scend out of the abdomen. After awhile the 
truss can be discarded and the patient is in- 
structed to make pressure with his hand over 
the hernial site every time his bowels act. After 
a time he can stop using his hand and he will 
find that he is cured. However, he should keep 
up the use of his hand so long as there is an 
inclination in the hernia to return. 

J. M. WHITE, M.D. 


THERAPEUTICS 


BELLADONNA. 

Belladonna, sometimes called “deadly night- 
shade,” is an European plant, but it has been 
cultivated and distributed throughout -the civil- 
ized world. Both the leaves and the root are 
official and furnish official preparations. Those 


from the leaves are most commonly prescribed. | 


All parts of the plant yield its chief alkaloid, 
atropine. Another alakloid chemically identical 
with hyoscyamine is present in small amounts, 
principally in the young roots. The leaves fur- 
nish an extract, the dose of which is from one- 
eighth to one-half grain (0.008 to 0.03 gm.); an 
ointment containing 10 per cent of the extract, 
a tincture, dose five to twenty drops (0.3 to 1.2 cc.) 
and a plaster. 

The root affords a fluid extract, dose one to 
three drops (0.06 to 0.18 cc.}, and a limiment 
for external use only, and containing 5 per cent of 
camphor. Atropinae sulphas, sulphate of atropine 
is a white, crystalline powder, readily soluble in 
water or alcohol. It is very powerful and should 
be used carefully. Dose from 1-200 to 1-50 of a 
grain (0.0003 to 0.002 gm.). The effects of bella- 
donna are those of atropine, save as to dosage, 
and in studying them they will be referred to 


indiscriminately. Belladonna affects the terminal 
nerves when locally applied, especially when 
combined with an alcoholic or oily vehicle. The’ 
result is analgesic and antispasmodic. It is 
readily absorbed from abraded or raw surfaces 
and from the conjunctiva, and, in sufficient doses, 
will exhibit constitutional effects, even to a poison- 
ous degree. 

In medicinal doses belladonna dries the secre- 
tions of the skin and mucous membranes, thus 
antagonizing pilocarpin absolutely. 

The secretions of the bronchial mucous mem- 
branes are lessened as is also that of the mam- 
mary glands. It accelerates the pulse, deepens 
the respiration and dilates the capillaries, thereby 
causing a flushing of the face. It dilates the 
pupils, rendering them insensible to the stimula 
tion of light, and increases intraocular tension. 
Belladonna ointment, painted upon the rigid os 
during childbirth, has caused prompt relaxation. 
Combined with morphine atropin increases the ef- 
fect of that drug. It is of great value in the treat- 
ment of the night sweats of phthisis. The fol- 
lowing formula will generally succeed: 


Extracti belladonnae, grains III (0.19 gm.). 
Extracti nucis vomicae, grains VI (0.38 gm.). 
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THERAPEUTICS. 


Zinci sulphatis pulveris, grains III (0.19 gm.). 

Extracti gentianae comp., grains 

Misce. fiat capsulae No. 24. 

Signa: Dose, one capsule three times a day, 
after food. ; 

Belladonna, or its congener, hyoscyamus, is a 
useful addition to any laxative compound. It is 
eredited with causing relaxation of the circular, 
unstriped fibers of the intestines. In spasmodic or 
nervous affections of the bladder resulting in in- 
continence of urine or irritable sphincter ‘ella- 
donna or its derivatives are very efficient reme- 
dies. In any form of poisoning resulting in cold- 
ness of the skin or free perspiration atropine is 
useful. Whenever it is necessary to stop the 


secretion of milk by the mammary glands the: 


belladonna plaster, shaped to fit the swelling, 
hemispherical breast, with a central aperture for 
the nipple, will often cause a cessation of secretion 
in twenty-four hours. 

For the purpose of dilating the pupil of the eye, 
and of paralyzing its accommodation for ophthal- 
mic purposes, atropine is the typical mydriatic. 
It is also used in ophthalmic practice for the 


relief of ocular pain and prevention of adhesions. . 


It must always be remembered that the drug 
also increases ocular tension and is therefore 
inadmissable where there is the least indication 
of glaucoma. Also several cases of atropine 
poisoning are recorded where it was absorbed 
from the eye. In congestive headache, accom- 
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panied with cold extremities, it affords prompt 
relief. In heart failure Potter states that it is 
extremely useful, having in his own practice 
saved the lives of those collapsed from ether 
or chloroform narcosis, “when all other methods 
of resuscitation had failed.” For dilating the 
pupil the following is recommended: . 


Atropinae sulphatis, 

Duboisinae sulphatis, aa grain I (0.06 gm.). 
Cocainaé hydrobromidi, grana V (0.332 gm.). 
Acidi borici, grana V (0.32 gm.). 2 

Aquae destillatae, fluiduncia I (30.0 cc.). 
Misce, fiat solutionem. 

Signa. Mydratic solution. Poison. 

One drop in the affected eye is sufficient. 


Whenever patients are taking belladonna or 
any of its derivatives, or using the ointment or 
plaster, they should be instructed to stop the 
use of it as soon as decided dryness of the mouth 
and throat are noticed. By suspending its admin- 
istration for a few days and then resuming it 
the results will be more satisfactory than if 
other management were adopted. In warding 
off a threatened malarial chill, atropine, hypo- 
dermatically administered in doses of 1-100 of a 
grain (0.0006 gm.), has been successful. It is 
the direct antagonist and antidote to pilocarpin, 
and to the form of mushroom poisoning shown 
by profuse perspiration. To be effectual in the 
latter it must be given as soon as the symptoms 
appear. 


BOOK REVIEWS. 


Library of Southern Literature. 
The Martin & Hoyt Company, Publishers, Atlanta, 
Ga. 


It is seldom that the reviewer is at a loss for 
words to express his approval, or otherwise, of 
the books submitted for his examination and 
opinion. 

‘In this instance, however, ordinary expressions 
of satisfaction and admiration would fail to convey 
the high appreciation awakened by the library of 
Southern literature. Within its fifteen splendid 
volumes it contains the cream of all Southern 
writing worthy of the name of literature that 
has appeared during the past three hundred years. 

Before the mental vision of its readers it mar- 
shals an intellectual pageant which constitutes a 
panorama of the great minds that made their 
Marks upon their respective generations. The 
luxurious periods of colonial governors represent- 
ing their kings, ornamenting their literature with 
every art at their command, is profusely illus- 
trated by their quaint writings. They portray in 
rich colors the romantic lives they. lived, their in- 
tercourse with the Indians, their baronial do- 
Mains, the beautiful relations of masters and 


servants, and the perfect glow of that aristocratic 
pride in family and condition which has not even 
yet entirely disappeared. The statesmanship that 
in following years kept the Southern hand firmly 
holding the helm of government, the eloquence of 
its statesmen and divines, its histories and ro- 
mances, all these that pervaded the period im- 
mediately before the great civil war are described 
by the men who lived that of which they wrote. 
The stern resolve and high patriotism that placed 
Southern men in the front ranks of every national 
emergency is reflected in the literature of the. 
respective periods. Finally the literature of the 
present time is copiously represented showing the 
important place Southern literature occupies in 
the ranks of the writers. 

All these things and many more call for words 
of highest praise. The work is a monument to 
Southern ability and Southern enterprise of which 
every Southern man and woman should be proud. 
No Southern gentleman who is rearing children 
whose privilege it will be to enjoy the physical, 
intellectual, governmental and financial triumphs 
of his section can afford to be without this epoch- 
making work. The publishers will forward de- | 
scriptive pamphlet on application. 
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Surgical Operations with Local Anesthesia. 


By Arthur E. Hertzler, M.D., Surgeon to the Hal- 
stead Hospital, Halstead, Kan., and to the Swed- 
ish Hospital, Kansas City, Mo. 205 pages. 
Price, ——. Surgery Publishing Company, 92 
William Street, New York. 


There is a place for just such a book in every 
medical man’s library, be he surgeon or general 
practitioner, for both will have need to consult it, 
and by observing the technic clearly explained, 
the general practitioner will perform his minor 
operations with less pain and danger to the pa- 
tient and the general surgeon will perform a 
greater number of serious operations without sub- 
jecting his patients to the dangers o2 a general 
anesthetic. 

It covers the subject of local anesthesia and 
local anesthetics as only a monograph can, dis- 
cussing the general principles of local anesthesia, 
technic of administration, and drugs employed, and 
starting with the simpler operations familiar to 
all, leads one step by step to operations which a 
few years ago were regarded very difficult even 
under general anesthesia. 

A pleasing feature is the style the author has 
followed of assuming personal responsibility for 
the technic recommended. 


LABORATORY METHODS. 


With Special Reference to the Needs of the General 
Practitioner. By B. G. R. Williams, M.D., and 
E. G. C. Williams, M.D. With an Introductory by 
Victor C. Vaughan, M.D., LL.D. 200 Pages. St. 
Louis: C. V. Mosby Company. 


Here, at last, is the book for which the doctors 
have been waiting, the book which will enable them 
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to make their own laboratory diagnoses. It will re- 
lieve them of the mortifying and expensive neces- 
sity of sending away their specimens to get some 
better-posted man to tell them what is the matter 
with their patients. Every element necessary for 
successful work is described and illustrated and 
sample technics prescribed, so that no man with aver- 
age intelligence can fail to understand and carry 
out. 

It is the book so many doctors in the country vil- 
lages and towns have been hoping for. 


A Treatise on Diseases of the Hair. 

By George Thomas Jackson, M.D., Professor of 
Dermatology in the College of Physicians and 
Surgeons, Columbia University, and Charles 
Wood McMurtry, M.D. Illustrated with 109 en- 
gravings and ten colored plates. Lea and 
Febiger, Philadelphia and New York, 1912. 
There is, as a rule, no department of desirable 

knowledge in which the average new graduate 
in medicine is so densely ignorant as that which 
treats of diseases of the scalp and hair. On the 
other hand there are few conditions not actually 
menacing the general health which the average 
man or woman would pay more cheerfully and 
liberally to have corrected than the premature 
bleaching or loss of the hair. Generally the doc- 
tors have been so unsuccessful in their rare efforts 
in this direction that the field is triumphantly 
occupied by the advertising quacks, some of whom 
poison the patients with lead. 

This book aims to correct the situation, and 
does it. Doctor, do you know how to treat 
alopecia, dandruff, sycosis and all the long list of 
annoying conditions? If not, order this book 
and study its illustrations and 360 pages and you 
will be thoroughly posted. 


SOUTHERN MEDICAL NEWS 


ALABAMA. 

Dr. Charles A. Mohr, of the School of Medicine 
of the University of Alabama, at Mobile, is de- 
livering lectures to the public on the subject of 
private sanitation. 

The $50,000 hospital to be built at Mobile for 
the care of city patients and the benefit of the 
medical college has reached a practical staze, 
namely, the money is ready. As soon as the city 
architect and the college authorities can agree on 
plans digging will begin. 

On March 5th the Clarke County Medical So- 
ciety had an enthusiastic meeting at the county 
seat, Jackson. Resolutions were introduced and 
adopted endorsing the Southern Medical Journal 
and its policy. 


ALABAMA. 
D. A. E. Thayer, of the School of Medicine of 
the University of Alabama, situated at Mobile, 


has been delivering a course of lectures to the ° 


public in the Y. M. C. A. auditorium. His subject 
is broadly covered by the term “Eugenics.” They 
are well attended by the most thoughtful people 
in the city. 

Dr. A. Richard Bliss, professor of chemistry and 
pharmacology in the Birmingham Medical College, 
with a delegation of eleven members from the 
college, went to Memphis, Tenn., on February 
20th, to install chapters of the Kappa Psi Frater- 
nity in the medical department of the University 
of Tennessee and in the Memphis Hospital Medi- 
eal College. 


Dr. W. A. Burns has been elected county con-_ 


vict physician by the Jefferson County Board of 
Revenue, at a salary not to exceed $50 a month. 

An Alabama section of the American Chemical 
Society has been organized at the Birmingham 
Medical College by prominent chemists from all 
parts of the State. 


th 
lt 
al 
D 
= to 
i fo 
he 
: sti 
| vi 
Co 
Co 
Cal 
: 
hu 
jus 
: rel 
the 
suc 
mo 
i offi 
dea 
hak 
city 
tar: 
to | 
pap 
a A 
nur. 
The 
q 
| 


re- 
ces- 
ome 
itter 

for 
and 
ver- 
arTy 


vil- 


of 
and 
rles 

en- 
and 


ible 
late 
the 
ally 
‘age 
and 
ture 
doc- 
orts 
ntly 
10m 


and 
reat 
t of 
ook 
you 


SOUTHERN MEDICAL NEWS. 353 


The annual report of Dr. W. W. Dinsmore, of 
the State Hookworm Commission, has been issued. 
It is the condensed record of a great and good 
work conducted by a man of unusual energy and 
ability. 


TENNESSEE. 

The Business Men’s Club of Memphis has sent 
Dr. F. F. Friedmann a warm invitation to come 
to Memphis. They promise him every facility 
for the further testing of his serum. A fund, 
headed by T. H. Milliken with $1,000 has been 
started to serve as an incentive. ; 

Dr. Mack Rogers, of Birmingham, has been 
visiting New York to visit the hospitals. 

Of 568 persons examined for hookworm in Roane 
County, 227 were infected. 

In March Jackson quarantined against Madison 
County workhouse for meningitis. 

Dr. Herbert T. Brooks is now dean of the Medi- 
cal Department of the University of Tennessee at 
Memphis, vice Dr. E. C. Ellett, resigned. 


VIRGINIA. 


On the 5th of March eighty-seven new cases of 
measles were reported at Richmond. Over one 


_ hundred placards concerning previous cases had 


just been removed from houses disinfected and 
released. Total number of cases to that date, 
4,187. Deaths only 13. 

The Berkeley County Court has ordered that 
the compulsory vaccination law be enforced. No 
one is excused unless previously protected by 
successful vaccination or in improper physical 
condition. 2 

Dr. C. C. Hudson, health inspector for Rich- 
mond, has resigned his position to assume one of 
more importance at Danville. 

Newport News reports through its city health 
officer, Dr. T. J. Pretlow, the remarkably low 
death rate for February of’ 11.19 per 1,000 in- 
habitants per annum. 

Wheeling allows no herds or stables within 
city limits unless they are kept in, the best sani- 
tary condition. They also require all tin cans 
to be removed and all garbaze to be wrapped in 
paper for disposal. 


ARKANSAS. 

Acting Governor W. K. Oldham has appointed 
a board of six examiners for licensing trained 
hurses.. The board meets once every six months. 
The fee for examination is $5.00. 

On the 10th of March at Pine Bluff the Florence 
Sanitarium was damaged by fire. It was ‘quickly 
extinguished and so quietly was the work done 


that the patients in the sanitarium were unaware 
that anything was wrong. 

In Jackson County forty-five people who had 
been exposed to meningitis received the vaccina- 
tion treatment. None of them developed the dis- 
ease. 

Meningitis is said to have broken out at Scott’s 
Station and Governor Robinson has sent Dr. Mor- 
gan Smith, Secretary of the State Board of 
Health, to the point where it is said to have de- 
veloped, with orders to report to him. 

The State Board of Health declares itself help- 
less for service unless the Senate makes some 
financial appropriation for its support. 

At Bentonville Dr. E. J. Emmons has entered 
damage suits against Dr. Kennet B. Huffman of 
Bentonville, and Dr. George A. Hughes of Gravette 
for having caused his arrest on the charge of 
breaking quarantine regulations, of which he was 


. acquitted. 


Two deaths from spinal meningitis at Salem 
on the 5th of March caused a veritable panic. 
Circuit Court was adjourned and the high schoo! 
closed. 

The annual.meeting of the Arkansas State Medi- 
cal Society will be held at Little Rock May 20-23. 

A telegram from New York from Dr. Robinson 
Bosworth, superintendent of the Tubereulosis 
Sanatorium atBoonville, announces that a patient 
of that institution, Mr. Lawrence Gates of Little 
Rock, had been treated in private by Dr. Fried- 
mann with his tuberculosis cure. 


NORTH CAROLINA. 

The annual meeting of the Southern section of 
the American Laryngological,; Rhinological and 
Otological Society was held in Charlotte on Satur- 
day, March 8th. Eminent men from all over the 
country were present. 

Dr. Albert Root, medical examiner of the Raleigh 
public schools, is busily engaged examining the 
pupils. At last accounts he had examined between 
1,500 and 2.000, and was still hard at work. 


SOUTH CAROLINA. 

Dr. J. M. Richardson, an old and beloved physi- 
cian of Anderson, suffered a stroke of paralysis 
March 8th. His age is over sixty. 

The Legislature’ recently appropriated $10,000 
for the erection and equipment of a new medical 
college building at Charleston. 


GEORGIA. 
An investigation begun at Waycross leads to a 
suspicion that some of the white physicians of 
that town have been guilty of violation of the 
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State drug law, which forbids repeated prescrip- 
tions for cocaine for the same person. 

Dr. Tuley, a distinguished physician of Louis- 
ville, Ky., will give a public lecture under the 
direction of the Fulton Medical Association. The 
subject will be “Pure Milk and the Part That 
Milk Plays in the Health of a Community.” 

In Atlanta the doctors have arranged a course 
of lectures for the benefit of parents. The sub- 
ject for one lecture will be “The Care of the 
Child; the Nervous System and Early Training; 
Food, Exercise and Sleep.” 

Dr. W. C. Bryant of Atlanta introduced resolu- 
tions before the Ninth District Medical Society, 
at Gainsville, March 19th, looking to the enact- 
ment of a State law compelling the compilation 
of vital statistics and providing for county boards 
of health and county sanitariums for the treatment 
of persons afflicted with contagious diseases. It 
is said that Governor Brown favors this plan. 


FLORIDA. 

The State Board of Health is making a strong 
effort to educate the people and local authorities 
in the matter of hydrophobia. The‘only way to 
control it is to arouse such a strong public senti- 
ment that the authorities will be forced to do 
their duty. In 1912 there were 114 with four 
deaths, all of which could have been prevented 
by proper and well-known precautions. 

The physicians of Jacksonville will be pleased to 


learn that Dr. William T. Elmore, so long a resi-. 


dent of that city, but who has been spending the 
last few months in search of health in another 
State, has succeeded in regaining his former 
strength and vigor. He writes the Journal that 
he is now assistant resident on the tuberculosis 
side of Essex County Isolation Hospital, at Belle- 
ville, N. J. He desires our numbers that he has 
missed and current issues sent to him at that 
address and expresses high appreciation of the 
Southern doctor’s own medical journal. 


KENTUCKY. 

The Louisville Board of Public Safety began 
vaccinating the policemen on March 8th against 
small pox. Sixty-five men were vaccinated before 
noon. 

Qn March 7th, after being free for ten days 
from meningitis, two new cases developed at 
Maysville. They were school children and all 
the rooms of the school building were fumigated. 

At Hopkinsville on March 9th the well-known 
physician, Dr. John D. Clardy, was paralyzed on 


his right side as a result of a fall from his horse. 
He is 84 years of age. 

Another case of cerebro-spinal meningitis de- 
veloped at noon on March 10th at Maysville. The 
patient was a boy, aged 8 years, and died at 
8:30 p. m. the same evening. 

At Paducah Dr. C. P. Burnett, local registrar of 
vital statistics, speaks of forwarding to the State 
officer who is. in charge of such matters the 
names of physicians and midwives who during 
the past two years have failed to report births 
as required by law. The penalty is a fine of from 
$10 to $50 for each violation. 

Dr. E. S. Stuart, a retired physician of Fair- 
view, aged 84, has given $25,000 cash for the 
immediate erection of a hospital in Hopkinsville. 
It is a memorial to his aged wife who died recently 
and to whom he was beautifully devoted. 

Dr. J. N. McCormack, Secretary of the State 
Board of Health, was at Maysville March 14th 
studying the cerebro-spinal meningitis situation. 
He concluded that everything possible had been 
done to stamp out the disease and that it seemed 
to be well under control. 

‘Dr. C. G. Warner, city meat, milk and live 
stock inspector for Paducah, has announced that 
no milk may be sold from any dairy where the 
cows have not undergone the tuberculin test, 
which is administered without charge. 


LOUISIANA. 

Mr. C. Harrison Parker, President of the Peni- 
tentiary Board, has refused to allow Dr. Dowling 
or his agents to inspect the penitentiary. A 
wordy war is in progress between the gentlemen 
and the newspaper reporters rejoice. Dr. Dowling 
will now clean uv the Louisiana penitentiary, as 
he has everything else in that State. 

The Shreveport Board of Health has passed an 
ordinance ordering the screening of water re- 
ceptacles and the oiling of ponds. They also 
direct that business houses shall use fly traps. 

Dr. Chandler, President of the Shreveport Board 
of Health, has preferred charges against George 
Epple, Commissioner of Streets and Parks, “for 
not removing a nuisance on McNeil Street after 
due notice.” 

On Tuesday, March 11th, a prominent New Or- 
leans physician, Dr. William R. Mandeville, was 
arrested by a federal deputy marshal on the 
charge of violating section 211 of the federal 
criminal code, relative to using the mails to give 
information about malpractice. The arrest caused 
a great sensation. 


‘ 
_ 
ty 
— 
| 
| 
q 
4 
4 
3 
| 
| 
. 


JULY 25 TO SEPTEM- 
BER 1, 1913 


Sanitation, Excellent Service 


Everything Modern, Pure Water, Perfect 


ROBERT E. LEE HALL, on the magnificent estate of the Blue Ridge Acvouiition 
“In my opinion the most beautiful place-and the greatest thing in the South.’’—Senator W. R. Webb, Tennessee. 
High in the Blue Ridge mountains, 16 miles east of Asheville, N. C., and two miles from Black Mount- 
ain’s Station. Splendid macadam roads. Buildings and furnishings new; this is the second season. A 


great lobby 50x90 feet. Every comfort of a modern room. For rates and descriptive booklet write 
RAY H. LEGATE, Mgr., Black Mountain, N. C. 


TUBERCULAR PEOPLE WILL NOT BE ACCEPTED 


The Myocarditis 


of Tuberculosis, 


so frequently encountered, especially in the 
advanced stage of the disease, 
May be controlled with the aid of 


DIGALEN 


“the Standard Digitalis Preparation” 


The d e of Digalen can 
up-to-date druggists 
Digalen. Sample on reques 
THE HoFrrmaNn-LAROCHE 
CHEMICAL Works 
440 WASHINGTON STREET 
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50% Better 
Prevention 


Indemnity 


1 All claims or suits for alleged civil malpractice, error or 
mistake, for which our contract holder, 
2 Or his estate is sued, whether the act or omission was his 


own 

3 Orthat of any other person (not necessarily an assistant 
or agent) 

4 All such claims arising in suits involving the collection of 
professional fees 

5 All claims arising in autopsies, inquests and in the 
prescribing and handling of drugs and medicines. 

6 Defense through the court of last resort and until all legal 
remedies are exhausted 

7 Without limit as to amount-expended. 

8 You have a voice in the selection of local counsel. 


9 If we lose, we pay to amount specified, in addition to 
the unlimited defense. 


10 The only contract containing all the above features and 
which is protection per se. A sample upon request. 


The MEDICAL PROTECTIVE CO. 
of Fort Wayne, Indiana 
Professional Protection, Exclusively 


PEARSON HOME 


FOR THE TREATMENT OF 


Drug Addictions 


Avoidance of shock and suffering enables us to | 
treat safely and successfully those extreme cases | 
of morphinism that from long continued heavy | 


doses are in poor physical condition. 


BONNER ROAD, BALTIMORE, MD. 


ANSWERS TO QUESTIONS 


PRESCRIBED BY 


MEDICAL STATE BOARDS 
B 
Robert B. M.D. 


Fourth edition, 8vo; 776 
pages; price, $3.75 net, pre- 
paid. 

Only original state board 
book, not an imitator. Has 
real questions asked, with ac- 
curate answers by specialists. 
JNO. JOS. McVEY, Publisher. 

1229 Arch Street, 
Philadelphia, Pa. 


Dependable Wassermann Tests 
By the most advanced technique 


(1) The Citron quantitative system, which detects the 
weaker positives not demonstrable by other methods. 
(2) The pipette method (not drop method) of meas- 
uring reagents. (3) Both Wassermann and No- 
guchi antigens. (4) Short cut commercial methods 
avoided in all our laboratory work. 
Autogenous Vaccines 
General Laboratory Diagnosis 
Careful personal attention to technique. Suitable 
containers furnished. 


F.0. TONNEY, M.D. S.S.GRAVES, M.D. 


32 North State Street, Chicago 


First Class Modern European 
Popular Price 


Jewell Hotel 


HIGBY & PHILLIPS, Props. 
We bespeak for your patronage 


15 to 19 East Fifth St. 
ST. PAUL, MINN 


EVERY COAT WE TURN OUT A WINNER. 


Physicians’ gg for professional use. Made of 
white or sixty other shades of washable materials. 
Fast colors. Thoroughly shrunk before 
Made to measure. We pay ae a Pn te 
parts of the world. Our ‘“‘Swa' showing 
materials, styles and prices. request. 
| Gowns. Smoking Bath. "Robes and 
Hospl Uniforms a Specialty. 
WEISSFELD BROS. 

Manufacturers of PHYSICIANS’ COATS, 

“The kind they all admire.” 

115K Nassau St.. New York. 


Drs. Kohlmann & Shlenker 


Beg to announce that beginning November 
the first they will offer a course in 


Clinical Gynecology and Cystoscopy 


For particulars address 
Care TOURO INFIRMARY, New Orleans, La. 


SEE 


NEW 
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GENERAL ANAESTHESIA 


With ‘““GRADUATED KELENE”’ 
also as a preliminary to ETHER 


FRIES BROS., Manufacturers 


92 Reade Street, New York 


Automatic 


Spring Lever 
Cut Off 


Harmless 


no matter how often 
applied. 

Put up in new 
glass tubes only, 
ready for instant use. 


URE 
ORTABLE 
RACTICAL 


SEE GOLD MEDAL 
AWARDED 


aul 


Illustration of 
“Graduated Kelene” 
Tube 
Price $1.60 


— 
F 
— 
Mt 


Tube sent post-paid 
upon receipt of price. 
Delivery guaranteed. 


Sole Distributors for the United States 


MERCK & CO. 


NEW YORK RAHWAY ST. LOUIS 


ARE YOU GOING 


TO THE 


MEETING 


OF THE 


American Medical 
Association 
- Minneapolis, June 17-20 


? 


Why not go on one of the South- 
ern Medicai Association Special 
Trains? 


This will bea great meeting. Why 
not go and have a great time? 
Let’s have a “big crowd” of doctors 
. from the South on these specials, 
thereby advertising our South- 
land and the Southern Medical 
Association. 

Will you go? 


For full information, write 


DR. SEALE HARRIS 


Secretary of the Association 
905 Van Antwerp Bldg. 
Mobile, Alabama 
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Binder” Abdominal Support 
The “Storm Binder” Abdominal Supporter 
PATENTED 
g ADAPTED TO USE OF MEN, WOMEN AND CHILDREN A 
No whalebones, no rubber elastic—washable as underwear. Suit- 
able for non-operative and post-operative cases. Comfortable for Sap 
7 sofa and bed wear and athletic exercise. The invention which HOLD 
of took the prize offered by the Managers of the Woman’s Hospital 
: of Philadelphia. A Supporter in harmony with modern surgery T! 
t that supports with comfort. Of great value for visceroptosis. IL “Peer 
a lustrated folder and partial list of physicians using “Storm” Binder and 
4 sent on request. Mail orders filled within 24 hours on receirt came 
Z of price. Opera 
The 
KATHERINE L. STORM, M.D. ge 
4 WOMAN’S BELT, FRONT VIEW 1541 Diamond Street, Philadelphia war 
PRIDE OF THE KITCHEN | to 
— 
won their way to favor for insta 
anothes | 
s C 0 URIN G S 0 AP in Hospitals and Public Buildings throughout bother wi 
— the United States. Theirs is a contes* of SOLD | 
M* RIT. The popularity of the 
Pride ot the Kitchen 
a Scouring and Washing Powders Scouring Soap and Powders a. 
a is constantly increasing. They are second to (You can 
have been for many years NONE. We want Hospitals and Public Build- 
THE PRIDE OF THE KITCHEN COMPANY *°-390.8 SMITH STREET 
: Drug Co. 
; Henry Gil 
a Philadelph 
Klein & ¢ 
3 4 la; J. 8. 
HINOSOL 
4 Robinson 1 
A MORE: POWERFUL ANTISEPTIC Texas; 
a THAN BICHLORIDE OF MERCURY Co,, Toled 
og NOTE—1 
their respe 
warded to 
#8 NO GOO 
REI 
| As some 
and durit 
REGULI 
agent of 
: ; isa comy 
untary ex 
Regulin 
Price, 3 f 
er box. 
TH 
CHINOSOL CO. 7 Bar 
Full'Li PARMELE PHARMACAL CO. 
| | on Request 54 SouTH St., N.Y. 
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“PEERLESS” “MULTIPLE” 


TODAY 


The “MULTIPLE” 
Atomizer 

THREE FLUIDS 
in ONE BOTTLE 


The “PEERLESS”’ is a scientific invention, the Vital Solution 

of Atomizer difficulties. A powerful, even air pressure, a fine 
gray under perfect control, characterize the ‘‘PEERLESS.”’ 
GUARANTEED FOR TEN YEARS. 


PRICE, $2.50. RETAIL, $3.50. 


The “MULTIPLE” Atomizer—Our Latest Creation. 

A sterilizing fluid and two medicinal solutions always ready 
for instant use. You can instantly change from one fluid to 
anothes by the simple turn of the button. Na extra bottles to 
bother with. 

SOLD ONLY THROUGH OUR DISTRIBUTORS. If you have 
not arranged to supply your customers, WHY NOT? SOME 
JOBBER WILL. 

PRICE, $1.25. RETAIL, $1.75. 
Manufactured by HOSPITAL RUBBER CO., Attleboro, Mass. 
(You can no longer sell the up-to-date Druggist or Physician 

the old kinds.) 


OUR DISTRIBUTORS. 


Coffin Redington Co., San Francisco, Cal.; Davis Bridaham 
Drug Co., Denver, Colo.; Eastern Drug Co., Boston, Mass. ; 
Heory Gilpin & Co., Baltimore, Md.; Smith, Kline & French, 
Philadelphia, Pa.; Geo. A. Kelly Co., Pittsburgh, Pa.; Henry 
Klein & Co., New York City; I. L. Lyons & Co., New Orleans, 
Ia.; J. S. Merrell Drug Co., St. Louis, Mo.; Noyes Brothers & 
Cutler, St. Paul, Minn.; Powers Taylor Drug Co., Richmond, Va. ; 
Robinson Pettet Co., Louisville, Ky.; Southern Drug Co., Houston, 
Texas; Stewart & Holmes Drug Co., Seattle, Wash.; Peter Van 
Schaack & Sons, Chicago, Ill.; The Walding, Kinnan, Marvin 
Toledo, Ohio. 

NOTE—The above Distributors are our sole representative in 
their respective cities and vicinities. All orders should be for- 
warded to them. 

NO GOODS SOLD DIRECT. 


REGULIN“ WAFERS 


As some patients dislike the peculiar sensation of shredded 
Regulin in their food, we succeeded in baking it into 
delicious tasting Wafers. Ideal for Women and Children 
and during travel. 
REGULIN as a harmless bowel regulator and correcti 

ectin 
agent of the most frequent and distressing disorder : 


CHRONIC CONSTIPATION 
iS a complete success, evidenced by an avalanch: - 
tgulin shredded, Retail 50 cents per box Physicians 
Price, 3 for $1.00 del. Regulin Wafers, Retail 
er box. Physicians price, 3 for 60 pos 
THE REINSCHILD CHEMICAL Co. 
1 BARCLAY STREET NEW YORK CiTy 
Samples and Literature Supplied 


SHERMAN’S 


BACTERINS 


39 DIFFERENT PREPARATIONS 
Put up in 1 c. c. glass sealed ampules 
Package, 6 ampules, any variety, $1.50 


Dr. Sherman’s New Book 
Devoted to the practical application of Bac 
terins. Cloth bound, 336 pages. 

Price $1.50 
The Bacterial Therapist 
A 24-page monthly journal devoted exclu- 
sively to Vaccine Therapy. Free for one 
year upon request. 
The Latest Development in Bulk Package 


ANTISEPTIC PACKING 
METAL RING 


Patent applied for 


G. H. SHERMAN, M.D. 


Write for Literature. DETROIT, M CH 
U. S. License No. 30 


ATOMIZERS — | 
ame how! VOC 
Novoc 
SYNTHETIC Hypodermic Tablets 
Seven Times Less Toxie Tran | 
Ideal Local Anesthetic for 
Minor and Mayor Surgery 
| FARBWERKE HOECHST COMPANY 
| Pharmaceutical Dept 
HAMETZ 
NewYork 
| Vaccine 
General ; 
Practice 
18 cc. for 
; CORK RUBBER $3.00 
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We exercise the most scrupulous care in the manufacture of our 


Pharmaceuticals 


A bottle sealed from our laboratory is an assurance of quality within that 
would be hard to express in words; a trial only could adequately express. 


THE BEST ONLY 


PHARMACEUTICAL LABORATORY 
VAN ANTWERP BLDG. MOBILE, ALA, 


Send Us Your Orders for Books on: 


MEDICINE, SURGERY, PHARMACY, 
NURSING, ETC. 


We also take subscriptions for all MEDICAL 
JOURNALS, both Foreign and Domestic. 


SPECIAL RATES TO'HOSPITALS AND TRAIN: 
ING SCHOOLS FOR BOOKS ON NURSING 


Send (J. A. MAJORS & CO.) BUY IN 


; for 1301 TULANE AVENUE the 
Catalog | new orLEans Louisiana) SOUTH 


THE ONLY MEDICAL BOOK STORE IN THE SOUTH 


Please mention The Southern Medical Journal when you write to advertisers. 
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CONVENIENCE AND SAFETY IN ANESTHESIA 


CAINE-McDERMOTT 
WARM ETHER APPARATUS 


Gives a continuous fow of warm ether vapor without 
the use of a flame. By administering a warmed flow of 
ether you increase its volatility and rapidity of absorp- 
tion, thereby decreasing the dangers of over-dosage and 
deleterious after effects. 

The CAINE-McDERMOTT apparatus is particularly 
valuable in operations in the throat, around the jaws, 
lips, cheeks, etc., as its use permits a wide and unob- 
structed field for surgical manipulations. 

Suitable for all kinds of operations by the simple at- 
tachment of the Gwathmey mask. 


Write for special descriptive circular, 


The McDermott Surgical Instrument Co., Ltd, 


734-738 Poydras St., NEW ORLEANS, LA. 


Sero=-Diagnosis of Pregnancy 


This Laboratory is now fully equipped and ready to perform the new Serum Test for Preg- 
naney as originated by Abderhalden. Fee for this test, ten dollars. 

We are also equipped to perform all types of research, microscopic and analytical work for physi- 
cians. Wassermann tests. Complement-fixation test for gonorrhoea. Auto Vaccines prepared. Stock 
Vaccines furnished. All investigations made by laboratory and clinical experts. Fee tables and in- 


structions for sending specimens on application. : 
We have established a separate department of instruction in all branches of Clinical Diagnosis. 


Write us for particulars, 


Wassermann Test for Syphilis Complement-Fixation Test for Gonorrhoea. .$10 00 
Urinalysis, chemical and microscopical Sputum and Smears...... I 00 
Widal Test ror Typhoid Blood Count and hemoglobin 

Tissues, pathological examination Differential Count or Malaria....... is hele 

Stock Vaccines, per dozen Autogenous Vaccines 


CHICAGO LABORATORY 
§ 3610 


8 NORTH STATE ST. CHICAGO TEL. RANDOLPH ; 3614 
Ralph W. Webster, M.D., Ph.D Director Chemical Department. 
C. Churchill Croy, M.D............... Director Bacteriological Department. 


’ Please mention The Southern Medical Journal when you write to advertisers. 
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e 
Grape Juice 
Every doctor and every nurse will readily understand why 
> 


Welch’s Grape Juice has become almost a necessity in the sick room. 


In addition to its strengening virtues and its up-build- 
ing qualities as a food, its rich, fruity, satisfying flavor 
is productive of a cheerful gratification that is in itself a 
benefit to the convalescing patient. 

We pay a substantial bonus in order that we may have the pick of 

the fine Concords produced in the famous Chatauqua grape district. 

When you order Welch’s you get the pure’ juice of the best and 

cleanest vrapes that are grown. 

We want to send you some literature which will be of interest to you. 
If you have never tried Welch’s, say so in your request 


: for literature. Give the name of your druggist, and we 
» ~@ will have him deliver a sample pint bottle to your office. 


Welch's is sold by all druggists. 


Mellin’s Food Mellin’s Food Mellin's Food Mellin’s Food Mellin’s Food Mellin’s Food Mellin’s Food Mellin's Food Mellin's Food 


f The making of Mellin’s Food i 
Mellin’s Food has 
think about to do with the feeding of infants— 


a most important problem where 
skilful care and accuracy are paramount. 

There is nearly fifty years of consistent and painstaking effort behind 
Mellin’s Food. 

There is nearly a lifetime of experience and 
exclusive attention to the one subject of infant feeding, 
for the makers of Mellin’s Food devote their entire 
time to the production of the one product. 

The continuous success of Mellin’s Food as a 
modifier of milk for infant feeding is attained by the 
superiority of the product, its uniformity, accuracy 
and extreme care in manufacture. 

Physicians are in a position to appreciate all this, 
and that they do so is shown by their extensive 
employment of Mellin’s Food—a product of known 
composition, that can be used with perfect confidence. 


Food Mellin’s Food Mellin’s Food 


Mellin’s Food Mellin’s Food Mel.in’s Food Mellin’s Food Mellin 


Mellin’s Food Mellin’s Food Mellin’s Food Mellin’s Food Mellin's Food Mellin’s Food Mellin’s Food Meliin’s Food Meliin’s F: 
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LUIDEXTRACT ERGOT PM co. 


S. P. FORMULA 
Has sold under a label. for two years past. 


Medical literature many reports showing ‘that liquid of Ergot 
"change and lose their efficiency with age and investigators unite in asking that the date 
manufacture be on ‘the labels of these articles, 


1 how much more necessary it is-that it be right when used! P-M 
} ‘Co. dated label protects our customers. 


_ This. dated label is ‘evidence of our desire. to co-operate medical 
Be pre drugs that are not only pure but also: at the highest point of efficiency. 


FLUIDEXTRACT ERGOT P-M Co. is supplied in 
2-02. bottles. 402, Dottles.. 8-oz. bottles. Pint bottles. 


Se onnider the importance of having this drug right when oe 


PITMAN-MYERS Chemists, i No. ‘Capel Indianapolis, Ind. 


The Largest, Best Equipped and Most Sanitary Plait 
‘of Its in the World. 
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Samples sent on request. RACINE, WIS., U.S.A. 3 
: 


depends upon two things, 


HYPODERMATIC TABLETS cannot be judged by outward am 

signs. A dozen tablets from a dozen sources may look exactly, 
alike. But mere appearance counts for little. Content and solar 
these are the things of paramount importance. 


tablets may do so with full assurance of their reliability. 


Our hypodermatic tablets are composed of rigidly tested material ‘ 
They are of uniform strength, of guaranteed potency. In every tablet a 
the active component is B present in the precise amount stated on the 
label. 


: As to solubility, remember that merely to fly into pieces when 
thrown into water ‘s not the requirement. Many tablets do that; 
fine undissolved particles settling to the bottom. In such a case the] 
supernatant liquid which you draw into your syringe is not the solus | 4 
tion you believe it, to be, nor can it be expected to veld the desired 2am 
results. 


Our hypodermatic tablets dissolve quickly: completely : they) 
do not merely disintegrate. In a very few seconds you have, ready 4 ¢ 
to inject, a perfect solution of which ‘every minim is” a minim. of 
activity. There is no delay, no uncertainty. 


Use our hypodermatic tablets. Get results—get them promptly. 


SUPPLIED IN BOTTLES OF 25. 
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